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Onginal Articles 


Management of Cancer of the Head and Neck 


J. J. LONGACRE, M.D., D.A.B.S.. JOHN LEICHLITER, M.D. 
AND PAUL JOLLY, M.D. 
CINCINNATI, OHIO 


ANCER of the head and neck is eas- 
ily accessible; therefore, early diag- 
nosis followed by adequate therapy 

should yield a high percentage of excel- 
lent results. Unfortunately, one is con- 
fronted with a large number of patients 
with lingering disease who have been 
treated for months or years. According 
to Blair,’ “It is not so much the lack of 
treatment or poor selection of the kind of 
treatment that has most handicapped the 
average recurrent case that we encounter 
today; but lack of conviction, temporiz- 
ing methods and half hearted execution. 
It is not delayed treatment, but puttering 
treatment that seems to lessen the quality 
of our average results” (Fig. 1). 

Cancer of the skin varies greatly as to 
pathologic picture and clinical course. The 

Read at the Nineteenth Annual Congress of the United 
States and Canadian Sections, _— College of Sur- 


geons, Chicago, Sept. 6-10, 195 
Submitted for publication bat 24, 1954. 


most frequent are the basal cell carcino- 
mas, which are slow growing until they 
reach the mucous membrane of the nose 
or the conjunctiva of the eye, when they 
begin to spread with increasing rapidity. 
Some of these ultimately change over into 
the squamous type. Squamous cell carcino- 
mas, arising in the chronic scurvy patches 
of weathered (sailor’s) skin, grow more 
rapidly and produce local and distant me- 
tastases. “Skin appendage” adenocarcino- 
mas grow more rapidly than do basal cell 
tumors and occasionally metastasize to 
regional nodes. 

The radical attack on cancer must in- 
clude not only the primary growth but the 
tissue secondarily involved. The majority 
of trained surgeons maintain that removal 
of the related lymphatics should be car- 
ried out in all cases of squamous cell car- 
cinoma and adenocarcinoma. 

The radiosensitivity of the tumor plays 
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the dominant role in the radiotherapeutic 
attack on malignant disease. Experience 
has shown that the basal cell tumor is not 
very sensitive, and when it tends to in- 
vade bone and cartilage it becomes highly 
resistant. MacComb? stated that in none 
of 44 cases of basal cell epithelioma treated 
by single doses of low voltage roentgen 
therapy did satisfactory regression occur 
with less than 12.5 threshold erythema 
doses. According to Pack and Livingston,* 
the average squamous carcinoma of the 
skin is a relatively resistant tumor, though 
its curability is high provided the treat- 
ment is intensive (8 T.E.D.). When 


squamous carcinoma develops on the basis 
of preexisting cutaneous damage, e.g., 
fibrotic burn scars, chronic radiation der- 
matitis or lupus, the radioresistance is 
increased. Thus, if the lesion is to be 
destroyed, sufficient irradiation must be 
given to destroy in part the surrounding 


normal tissues, which frequently requires 


Fig. 1—Antimortem of terminal carcinoma of 
the nose which failed to respond to irradiation. 
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later block excision of the ulcer and re- 
construction with flaps (Fig. 2). Pierce, 
Klabunde and Brobst* expressed the con- 
viction that “if the first irradiation fails 
to eradicate the tumor, if there is a re- 
currence only surgery should be done and 
at once.” 

In 1928 von Imre’ published his classic 
work, carefully illustrating his technic of 
block excision of malignant tumors of the 
face, followed immediately by reconstruc- 
tion with local tissues. In 1940, Pack and 
Livingston® recognized the shortcomings 
of irradiation in the treatment of certain 
lesions and advised operation followed by 
plastic repair for recurrent skin cancers 
and for carcinoma arising in atrophic skin, 
burn scars, lupus, roentgen dermatitis and 
sebaceous cysts. Kraisse and Conway’ re- 
cently have emphasized block excision of 
small tumors of the face with reference 
to the wrinkle lines. Kleitsch® has ad- 
vocated excisional biopsy followed by re- 
construction with local tissues. 

The chemosurgical technic devised by 
Mohs? and recently reported by Szujew- 
ski? allows for the accurate removal of 
externally accessible neoplasms. The three 
steps of fixation, excision and microscopic 
examination are repeated again and again 
until there is no evidence of tumor in the 
sections. After a sufficient interval of time 
has passed with no evidence of recurrence, 
the resulting deformity may be corrected 
(Fig. 3). 

This same careful microscopic check of 
the extirpation of the lesion can be carried 
out at the time of radical operation by 
means of a careful frozen section technic. 
The thoroughness of ablation and, hence, 
the chance of cure rest particularly on the 
competence and experience of the patholo- 
gist as well as the surgeon. 

The function of the pathologist is to 
assist the surgeon in determining when all 
neoplasm has been removed and only nor- 
mal tissues'remain. No new or original 
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Fig. 2.—A, extensive ulceration and epilation of scalp following cure of small carcinoma in temporal 
region. B, lesion has been excised en bloc. Dead eburnated outer table of skull is about to be re- 
moved. C, defect over temporal and parietal bones has been reconstructed with a large rotation flap 
of scalp. The denuded pericranium will be covered with a split graft. D, photograph of patient two 
years after reconstruction of the defect. HZ, sagittal view, showing the grafted area on top of the skull. 


3 
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A 


Fig. 3.—A, extensive defect of upper lip and nose six years after cure of carcinoma of the nose with 

Escharotic paste. There is a through-and-through fistula between the mouth and nose. B, view after 

reconstruction of upper lip with Estlander-Abbe flap. C, view with prosthetic nose in place. Patient 

has great difficulty keeping the nose in place, so a “apg wears it only when she goes marketing or 
to church. 


has continued to spread despite intensive irradiation (roentgen and radium) by an excellent roent- 
genologist. There is no evidence of distant metastasis. B, patient eight days after radical block dis- 
section of neck in continuity with ablation of entire right side of face up to base of skull because of 
involvement of the pterygoid, masseter and buccinator muscles. Right mandible resected along with 
floor of mouth and lateral third of both upper and lower lips. Thirty-five sections taken on the 
periphery found to be free of malignant disease. Orbicularis function preserved by suturing the re- 
maining portions of the lips. Entire denuded area immediately covered with split graft dressing 
after thorough cleansing of the wound with saline solution. Elective tracheotomy performed. Note 
excellent “take” of split graft dressing, C, all edges have been carefully checked for evidence of 
recurrence prior to starting of reconstruction. D, reconstruction in progress, with use of lined jump 
flap attached to the left arm. EF, jump flap has been completely sutured in place. F’, view of patient 
two years after completion of facial reconstruction. No evidence of recurrence. Patient is working 
daily as a Diesel engineer. 


technics are utilized. The only require- frozen sections. The first step is a con- 
ments are close collaboration with the  sultation between the surgeon and the 
surgeon and painstaking examination of pathologist, with a review of the past his- 


& 
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tory. If original slides of biopsy or other 
material are available, they are reex- 
amined and the pathologic diagnosis con- 
firmed. 

A large preliminary sketch (Figs. 4G 
and 5F) is made of the lesion “in situ,” 
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sion is planned and is outlined with meth- 
ylene blue. This area is also mapped 
by the pathologist on his preliminary 
sketch. The surgeon excises along these 
markings, taking care that excised speci- 
mens are properly oriented by a clamp or 


small suture. The specimen is pinned to 


with proper orientation as to anatomic 
a cutting board in the laboratory with 


landmarks. The projected surgical exci- 


Fig. 5.—A, recurrent squamous cell carcinoma, Grade II, of many years’ duration, which has been 
treated with radium and repeated series of roentgen therapy. Patient has become chronically alco- 
holic and has been abandoned by his family. He is now under the care of the Welfare Department. 
B, no evidence of recurrence six months after radical ablation of the lesion, a radical block dissec- 
tion of the entire right cheek, a good portion of the left lower eyelid and the entire inner canthal 
region, the right half of the nose and greater portion of the right lip was resected. After this, the 
entire anterior three-fourths of the right maxilla was resected, including the nasal spine. The an- 
terior ethmoid air cells and the greater portion of the cartilaginous and bony septum had to be 
resected. Fifteen frozen sections were taken. These revealed the dissection to be wide of the lesion. 
Subsequently the lip was reconstructed to preserve the orbicularis function. The wound was thorough- 
ly irrigated with large quantities of saline solution. The entire area was covered with a split graft 
removed from the left arm. C, maxillary defect has been reconstructed with pancake portion of tho- 
raco-abdominal tube pedicle flap. The thoracic portion of the tube has been brought up to start the 
nasal reconstruction. D, frontal view of patient four years after ablation of the lesion followed by 
reconstruction with a bone graft to the nose. The defect of the palate was closed with a prosthesis. 
E, lateral view of patient four years after ablation of lesion. There is no evidence of recurrence. 
Patient is very happy and profitably employed. 


5 
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Fig. 6.—A, view of patient one year after extirpation of both maxillae and nose for recurrent ma- 

lignant disease. Biopsies taken at this time revealed no evidence of recurrence. B, lateral view of 

patient one year after radical resection. C, reconstruction of middle third of face. A lined visor 

flap was used over a prosthesis. D, view four years after reconstruction of middle third of face. 

Patient is extremely unhappy with the rapid change in color of sixth prosthetic nose during the 
past year. He requests that a nose be made of his own tissue. 


orientation maintained. Normally, a small 
block is removed from the actual lesion, 
usually in the center, and frozen sections 
are prepared for verification of the pres- 
ence of tumor. In succession, cleanly cut 
sections are removed in a planned fashion 
from the borders of the specimen. Care 
is taken to maintain orientation of the 
slices so that the outermost portions of 
the specimen are sectioned for examina- 
tion. This process is repeated around ihe 
borders, each portion chosen being identi- 
fied by a serial number or letter on the 
sketch (Figs. 4A and 5A), and his num- 
ber accompanies the slides as they are 
prepared. Should there be microscopic 
evidence of tumor cells, the surgeon is 
informed and carries out further ablation 
(Figs. 4AX and 5AX) until all tissue is 





Summary of Follow-up in 107 Cases of Cancer 
Treated by Radical Controlled Ablation 

Patients free from recurrence 

5-8 years after operation................3 

3-4 years after operation 

2 years after operation.......... ; 
Patients with recurrence...................... 
Postoperative surgical deaths 
Deaths due to other factors 





*Of these, 2 died of generalized metastasis; 1 is 
dying of metastasis; in 2 the cancer was ar- 
rested by block excision and in 1 it was arrested 
by irradiation. 

**Patients were free from metastasis at the time 
of death. 4 deaths were due to cardiovascular 
disease with coronary occlusion. There were 2 
suicides six days and three years, respectively, 
after the operation. 


free of tumor. In 1 instance 38 different 
sections were made and studied before 
the extirpation was considered complete. 
It is not unusual to consume two large 
tanks of carbon dioxide for the freezing 
process in a single case. 

When the surgeon is assured by the 
pathologist that the entire lesion has been 
ablated, the wound is irrigated with liters 
of saline solution, and the instruments, 
gloves and drapes are changed. The de- 
nuded area is then covered with a split 
skin dressing, which quickly converts the 
wound into a healed wound free of granu- 
lation, through which one can easily ob- 
serve for the possibility of recurrence 
(Figs. 4B and 5B). 

Once the lesion has been excised, it 
should be observed for six months to a 
year for the possibility of recurrence. It 
has been noted, however, that, though the 
lesion is arrested and there is a possibility 
of a cure, massive ablation of lesions about 
the head and face is followed by a pro- 
found psychic depression on the part of 
the patient. Since these areas are con- 
stantly subjected to public gaze, the pa- 
tient becomes more retiring and introver- 
tive and eventually seems to withdraw 
into his own shell, frequently taking liquor 
to excess or even contemplating suicide. 
This is true especially when members of 
his own family seem to shun and avoid 
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him. In patients who are hospitalized, 
with extensive resection of the mandible, 
maxilla, tongue and cheek and with the 
associated difficulty in speaking and eat- 
ing, the problem becomes particularly 
acute. This is a type of psychic disturb- 
ance that no sedative, shock therapy or 
psychoanalysis will clear up, because it is 
a somatopsychic problem. The only thing 
that tends to tide the patient over the 
interval is the hope that some day, in the 
not too distant future, his somatic deform- 
ity will be corrected. Positive assurance 
to the patient is afforded by starting the 
reconstruction at a distance from the orig- 
inal resection. After the time interval has 
elapsed and there is no evidence of recur- 
rence, all of the edges of the defect are 
excised (Fig. 4C) and thoroughly checked 
with microscopic sections before the re- 
construction is begun (Figs. 4D and E, 
5C). When the reconstruction is com- 
pleted (Figs. 4E and 5D, EF) the patient 
is rehabilitated and anxious to return to 
work. 

Frequently a well made prosthesis will 
aid the patient during the interval. The 
only difficulty is that it is hard to obtain 
a nonirritating paste and one that will 
hold the prosthesis accurately in place for 
more than a few minutes when subjected 
to the muscular movements of the remain- 
ing parts of the face, the mucous from the 
nose and mouth and the moisture when 
the patient is caught in the rain. It re- 
quires only a few episodes of loosening of 
the prosthesis in public to send the patient 
back to the plastic surgeon, demanding 
that something be done. The rapid dete- 
rioration and change in color of the vinyl 
acrylic prosthesis is also to be taken into 
account. We have had 1 patient who ob- 
tained six different prosthetic noses within 
less than a year, only to have the last 
change color so rapidly that he would 
rather wear a dressing than put on the 
prosthesis. As a result, he has demanded 
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a nose “made of living flesh,” even though 
he was warned that it will never have as 
perfect a contour as has the newly con- 
structed prosthesis (Fig. 6). 


SUMMARY 


In our follow-up of a series of 107 cases 
of carcinoma of the head and neck (in 
over 60 per cent of which there had been 
recurrence after previous therapy, includ- 
ing excision, fulguration, roentgen ther- 
apy and radium) and in which meticulous 
radical surgical ablation (controlled by 
microscopic frozen section) was carried 
out over an eight-year period, certain facts 
have been self evident: 

1. The incidence of recurrence is low 
(4.6 per cent). There have been 2 recur- 
rences in the group with nasal carcinoma, 
1 of which was controlled by a minor ex- 
cision and the other by radium. There 
were 3 recurrences of squamous carcinoma 
of the ear, 2 of the patients dying of me- 
tastasis. One patient with carcinoma of 
the face and neck is dying of carcinomato- 
sis three years after completion of his 
reconstruction. The patient has been gain- 
fully employed and happy for three years. 
Four patients in the group have subse- 
quently died of cardiovascular disease two 
to three years after the operation. Two 
patients committed suicide in the early 
part of the series. 

2. Initial split-skin dressing or full 
thickness graft provided a healed wound, 
in which it was possible to check for re- 
currence. 

3. The morale of the patient was height- 
ened by presenting to him at the time of 
consultation a plan for ultimate reconstruc- 
tion, after an interval following radical 
ablation of his lesion. This provided him 
the thread of hope so necessary during 
the interval of waiting. 

4. In the most extensive resections (one- 
third to one-half of the face) the first 
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stage of the reconstruction was started 
after a shorter interval at a distance from 
the original resection to provide tangible 
evidence of eventual restoration, thereby, 
giving the patient more than a thread of 
hope (Figs. 4 and 5). 

5. Reconstruction should be so planned 
that the best possible functional as well 
as cosmetic result is obtained with the 
minimum of stages and of consequent hos- 
pitalization. In certain instances it is pos- 
sible to complete the reconstruction in 
one stage, in two stages or in many stages. 

6. As the reconstruction proceeds, there 
is a resurgence of the spirit and psychic 
status of the patient. When the recon- 
struction is completed, the patient is eager 
to resume his role as an effective worker. 
When he is back on the job and has fitted 
into his niche in relation to his envi- 
ronment, he has attained the maximum 
amount of rehabilitation. 


RESUME 


Nous avons suivi pendant huit ans une 
série de 107 cas de carcinomes de la téte 
et de la nuque, dont 60% présentaient une 
récidive aprés traitement (excision, ful- 
guration, roentgenthérapie et radiothéra- 
pie). Soulignons que |’ablation chirurgi- 
cale avait été pratiquée avec le plus grand 
soin (contréle microscopique). Nous pou- 
vons faire les remarques suivantes: 

1. La fréquence de récidive est faible 
(4,6%). Il y a eu 2 récidives dans les 
carcinomes du nez, dont l’une a pu étre 
jugulée par une excision minime, |’autre 
guérie par le radium. II y a eu 8 récidives 
de carcinome de l’oreille; 2 des malades 
sont décédés par suite de métastases. Un 
malade avec carcinome de la face et de 
la nuque est mort de carcinomatose trois 
ans aprés la fin des opérations plastiques., 
pendant lesquels il a pu mener une vie 
normale. Quatre malades du groupe sont 
décédés de maladie cardiovasculaire deux 
ou trois ans aprés l’opération. Deux mal- 
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ades se sont suicidés au début de la période 
d’observation. 

2. Un pansement initial de split-skin, 
ou une greffe étoffée ont permis d’obtenir 
une bonne cicatrice, dans laquelle il a été 
possible de constater l’absence de récidive. 

3. Le moral des malades a été soutenu 
par le fait qu’on leur présentait au mo- 


-ment de la consultation le plan des opéra- 


tions projetées. Cela lui donnait l’espoir 
si nécessaire durant la période d’attente. 

4. Dans les résections les plus larges 
(un tiers jusqu’a la moitié de la face), 
le premier stade de la plastique était rap- 
proché le plus possible de la résection 
tumorale afin de donner au malade une 
preuve tangible de la plastique restaura- 
trice. 

5. Le plan opératoire doit étre abrégé 
au maximum. 

6. Au fur et & mesure des opérations 
plastiques le moral du malade s’améliore 


et il est impatient de reprendre une vie 
normale. 


RIASSUNTO 


E’ stata fatta una revisione di 107 car- 
cinomi del capo e del collo, il 60% dei 
quali trattati una prima volta con escis- 
sione, folgorazione, roentgen e radium- 
terapia, e poi recidivati e sottoposti (entro 
un periodo di otto anni) a terapia chir- 
urgica radicale e meticolosa, con controllo 
microscopico su sezioni congelate. 

Le conclusioni sono le seguenti: 

1. La frequenza delle recidive é bassa 
(4,6%). Vi furono due recidive di car- 
cinomi del naso, trattate l’una con un re- 
intervento e l’altra col radium. Altre 3 
recidive di carcinomi malpighiani dell’oc- 
chio, con 2 morti per metastasi. Un pazien- 
te con un cancro della faccia mori per 
disseminazione del tumore dopo 3 anni di 
benessere; altri 4 morirono per affezioni 
cardiovascolari da 3 a 4 anni dopo l’in- 
tervento, e 2 si suicidarono. 

2. Le ferite furono colmate con trapian- 





VOL. XXIII, NO. 1 


ti cutanei a lembo o a tutto spessore. 

8. Il paziente fu sostenuto moralmente 
sopratutto nel periodo intercorrente fra 
l’asportazione radicale della lesione e ]’ini- 
zio della fase di ricostruzione. 

4. Nei casi in cui la resezione fu molto 
estesa (da un terzo fino a una meta della 
faccia) la ricostruzione plastica fu iniziata 
dopo un periodo breve, cosi da fornire al 
paziente una prova tangibile dei risultati 
che si sarebbero ottenuti alla fine della 
cura. 

5. Il programma per la ricostruzione 
deve essere fatto in modo da conseguire i 
migliori cosmetici a funzionali ron _ il 
numero minore di atti chirurgici e la pit 
breve degenza. I tempi possono essere 
uno, due o pill. 

6. Quanto pili si progredisce nella ri- 
costruzione tanto pit: si conforta il morale 
del paziente, cosicché alla fine egli é in 
grado di riprendere un lavoro proficuo e 
pud considerarsi veramente riabilitato. 


RESUMEN 


En una serie de 107 casos de carcinoma 
de la cabeza y cuello, con 60 por ciento 
de recidiva después de terapettica previa, 
consistente en extirpacién, fulguracién, 
roentgenoterapia y radio, se observaron 
ciertos hechos durante un periodo de 8 
anos después de la extirpacién quirtrgica 
que se control6é por cortes por congelacién. 

1. La incidencia de recidiva es baja 
(4.6 por ciento), presentandose 2 recidivas 
en el grupo con carcinoma nasal, una de 
as cuales fué controlada por extirpacién 
menor y la otra por el radium. Se presen- 
taron 3 recidivas de carcinoma espinocelu- 
lar de la oreja, mariéndo 2 de los pacientes 
a consecuencia de las metastasis. Un paci- 
ente con carcinoma de la cara y cuello se 
encuentra muriendo de carcinomatosis tres 
afios después de su reconstruccién. El pa- 
ciente ha trabajado y ha sido feliz durante 
tres afios. Cuatro pacientes del grupo han 
muerto a consecuencia de enfermedad car- 
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diovascular, dos o tres afios después de la 
operacién. Dos pacientes se suicidaron 
desde un principio. 

2. El apésito inicial de piel o el injerto 
total de la misma proporcionaron una 
cicatrizaciOn de la herida, en la que fué 
posible controlar la recidiva. 

3. La moral del paciente fué levantada 
por la presentacion durante la consulta de 
un pian de reconstruccién de su lesién 
después de un intervalo consecutivo a la 
extipaci6n quirtirgica de la misma. Esto 
le proporciono la esperanza necesaria para 
el tiempo de espera. 

4. En las extirpaciones mas extensas 
(de un tercio a un medio de la cara), se 
empezo el primer estadio de la reconstruc- 
cién después de un corto intervalo de la 
extirpaci6n original, para proporcionar la 
evidencia tangible de la restauracién, dan- 
dose por consiguiente al paciente mas que 
una esperanza. 

5. La reconstruccién debe planearse en 
tal forma que se obtenga el mejor resul- 
tado cosmético y funcional con el minimo 
de tiemps operatorios y por consiguiente 
de hospitalizacion. En ciertos casos es 
posible el completar la reconstrucci6n en 
un tiempo, en dos tiemps o en muchos 
tiempos. 

6. Conforme se realiza la reconstrucci6n 
se restablece el estado psiquico y cuando 
se completa el paciente tiene 4nimo para 
desarrollar su papel como un trabajador 
eficiente. Cuando regresa al trabajo y se 
ha colocado adecuadamente en relacién con 
el ambiente, ha logrado el mayor grado 
de rehabilitacién. 


SUMARIO 


O acompanhamento feito pelo autor de 
107 casos de carcinoma da cabeca e pes- 
coco, em mais de 60% dos quais houvera 
recidiva apés tratamento anterior, o qual 
incluira extirpacéo, fulguragaéo, radio e 
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radiumterapia e nos quais a ablagao cir- 
urgica radical e meticulosa (com controle 
microscopico apés congelacao) foi levada 
a efeito durante um periodo de 8 anos, se 
presta a observacées de interésse: 

1. A incidéncia de recidiva é baixa 
(4,6%). Houve 2 recidivas no grupo com 
carcinoma nasal, uma das quais foi con- 
trolada por extirpacao e a outra por ra- 
diumterapia. Houve 3 recidivas de car- 
cinoma escamoso do pavilhao auricular, 
sendo que 2 désses pacientes faleceram 
com metastases. Um paciente com carci- 
noma da face e pescoco esta moribundo, 
com carcinomatose, trés anos apés o tér- 
mino de sua reconstrugao, embora tenha 
estado empregado e bem durante trés anos. 
Quatro pacientes neste grupo faleceram 
subseqiientemente devido a afeccdes car- 
dio-vasculares, dois a trés anos apos a 
operacao. Dois pacientes suicidaram-se na 
primeira parte desta série. 

2. O revestimento cuténeo inicial ou o 
enxerto de espessura total conferem uma 
ferida cicatrizada, na qual foi possivel 
controler possiveis recidivas. 

3. A moral dos pacientes é mantida ele- 
vada pela apresentacao aos mesmos, por 
ocasiao da consulta, de um plano para re- 
construcaéo final, apds um intervalo subs>»- 
qiiente a extirpacao radical da lesao. Man- 
tem-se assim sua esperanca, tao necessaria 
durante o periodo de espera. 

4. Nas resseccdes mais extensas (13 a 
¥2 da ace), iniciou-se a primeira etapa 
da reconstrucao mais precocemente, a uma 
certa distancia da regiao original da res- 
seccao, com o fito de fornecer ao paciente 
uma prova palpavel da reconstrucao a ser 
feita, aumentando-se assium sua esperan¢a. 

5. A reconstrucéo deve ser planejada 
de maneira tal a produzir os melhores 
resultados, nao so funcionais como cosméti- 
cos, com 0 minimo de operacées e conse- 
quentes hospitalizacdes. Em alguns casos 
é possivel completar-se a reconstrucaéo em 
duas ou varias sessdes operatorias. 
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6. A medida que a reconstrucao pro- 
gride melhora o estado de espirito do pa- 
ciente, o qual anciosamente deseja retomar 
sua posicaéo na comunidade ao término da 
mesma. O paciente atinge o maximo de 
reabilitagao quando novamente de posse 
de um emprego e em relacaéo normal com 
o meio ambiente. 


ZUSAM MENFASSUNG 


Die Verfasser berichten iiber eine Serie 
von 107 Fallen von Krebsen des Kopfes 
und Halses, unter denen 60 Prozent Riick- 
fille nach vorangegangener Behandlung 
mit Exzision, Fulguration, Roéntgen—und 
Radiumbestrahlung zu verzeichnen waren, 
und in denen innerhalb eines Zeitraumes 
von acht Jahren radikale chirurgische Ab- 
tragungen unter mikroskopischer Kontrol- 
le an Gefrierschnitten ausgefiihrt wur- 
den. Die Nachuntersuchungen fiihren zu 
den folgenden Schliissen : 

1. Die Anzahl von Riickfallen ist gering 
(4,6%). Bei zwei riickfalligen Kranken 
dieser Gruppe handelte es sich um einen 
Nasenkrebs, von denen einer mittels einer 
kleinen Exzision und der andere mit Hilfe 
von Radium zum Stillstand gebracht wer- 
den konnte. Unter den Plattenepithelkreb- 
sen des Ohres gab es drei Riickfalle, von 
denen zwei zum Tode durch Metastasen 
fiihrten. Ein Patient mit Krebs des Ge- 
sichts und des Halses liegt im Sterben in- 
folge einer drei Jahre nach Beendigung 
seiner Wiederherstellung aufgetretenen 
Karzinomatose. Dieser Kranke fiihlte sich 
drei Jahre lang wohl und konnte wahrend 
dieser Zeit seinen Lebensunterhalt als An- 
gestellter verdienen. Vier Kranke der 
Serie starben zwei bis drei Jahre nach der 
Operation an Erkrankungen des Herz- 
Gefabsystems. Zwei Patienten aus dem 
friihen Zeitabschnitt der Serie veriibten 
Selbstmord. 

2. Die erste Deckung des Defekts mit 
gespaltenem oder vollem Hauttransplantat 
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fiihrte zu einer vollig heilenden Wunde, 
innerhalb deren das Suchen nach Riick- 
fallen leicht ausfiihrbar war. 

3. Dadurch dass den Kranken bei der 
ersten Beratung ein Plan vorgelegt wurde, 
der nach einem gewissen der radikalen 
Abtragung des Krankheitsherdes folgen- 
den Zeitraum eine endgiiltige Wieder- 
herstellung voraussah, konnte man ihre 
Stimmung und ihren Mut aufrecht erhal- 
ten. Dieser Hoffnungsstrahl ist fiir das 
Durchhalten der Warteperiode von grosser 
Wichtigkeit. 

4. In den Fallen, die ausserst umfan- 
greiche Resektionen erforderten (ein Drit- 
tel oder eine Halfte des Gesichts), wurde 
der Zeitraum bis zur ersten Sitzung des 
plastischen Wiederaufbaus in der Nahe 
Des urspriinglichen Resektionsfelds abge- 
kiirzt, um dem Kranken ein greifbares 
Beispiel des endgiiltigen Wiederherstel- 
lungsprozesses zu geben und damit seinen 
Mut und seine Hoffnungen zu erhéhen. 

5. Die Planung der Wiederherstellung 
soll darauf gerichtet sein, die bestmégli- 
chen funktionellen und kosmetischen Er- 
gebnisse mit einer Mindestzahl von chir- 
urgischen Sitzungen und den darauf 
folgenden Krankenhausaufnahmen zu er- 
zielen. Je nach Lage der Falle wird sich 
die véllige Wiederherstellung in einer, in 
zwei oder in vielen Sitzungen erreichen 
lassen. 
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6. Mit fortschreitender Wiederherstel- 
lung lasst sich die Wiederbelebung der 
Stimmung des Kranken beobachten. Am 
Ende der Behandlung dringt er darauf, 
seine beruflichen Funktionen wieder zu 
iibernehmen. Das héchste Ziel der Reha- 
bilitation ist erreicht, wenn er sich vollig 
wieder in seine Berufsaufgaben und in 
seine Umgebung eingelebt hat. 
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Man is continually saying to woman, Why will you not be more wise? 


Woman is continually saying to man, Why will you not be more loving? 


It is not in their wills to be wise or to be loving; but unless each is both 


wise and loving, there can be neither wisdom nor love. 


—Thoreau 





The Disadvantages of Thorotrast 


ALBERT JENTZER, M.D., F.I.C.S. 
GENEVA, SWITZERLAND 


HE use of substances opaque to 
T  rocstren rays is sometimes indis- 

pensable to the establishment of a 
diagnosis. Thorotrast has been and still 
is much employed, for it is apparently well 
tolerated and produces perfect roentgen 
negatives. 

Is it really so well tolerated? Personal 
experiments as well as clinical results 
prove that it is not. 

Personal Experiment. — Two roentgen 
films were used. On the first one, 3 
ampules of distilled water were placed for 
thirty-five days; on the second, 3 ampules 
of Thorotrast were placed for the same 
length of time. Nothing was seen on the 
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first film, but the second film showed deep 
radioactive traces (Fig. 1). 


Clinical Results: CASE 1—A woman aged 29 
complained of pains in the right kidney. A 
urologist performed a pyelographic study 
early in 1940. Ptosis of the right kidney was 
discovered. Nephropexy was performed, and 
the patient recovered. 

In January 1943, two days after a bicycle 
accident, the patient noticed pains in the left 
kidney. She was referred to the surgical de- 
partment of this hospital on July 29. Roent- 
genograms were taken, and the negatives re- 
vealed spots representing residuals of the 
Thorotrast injected three years earlier (Fig. 
2). 

Conservative therapy (diathermy, ntvewed 
irradiation, massage in the region of both kid- 
neys and the use of urinary disinfectants) 
was given. A cystoscopy was done, with sepa- 
ration of the urine and seeding of the urine 
on Loewenstein. An ascending pyelogram 
taken with Roche’s contrast filter showed the 


Fig. 1—Roentgen film upon which 8 ampules of Thorotrast were placed on Feb. 11, 1943. The 
film was developed thirty-five days later. Deep traces of radioactivity were observable (see text). 
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same image of residual Thorotrast as was ob- 
served on the earlier film. 

Since medical treatment resulted in no im- 
provement, the patient requested surgical re- 
lief. A left nephrectomy was performed. No 
radioactive substance was discovered in the 
kidney at the Radium Institute. Half of the 
extirpated kidney was then placed on a roent- 
genographic film for six weeks, after which it 
showed deep radioactive traces (Fig. 3). It 
is thus evident that autoradiography is more 
sensitive than the Geiger counter. 

The second half of the kidney was ex- 
amined at the Pathological Institute (Prof. 
Rutishauser). No pathologic condition was 
observed. 

The patient left the hospital on November 
26, free from pain. She is still well at the 
time of writing. 

CASE 2 (Dr. R. Hoffmann).—An intraven- 
ous pyelographic study with Thorotrast was 
done on May 9, 1945. Roentgenographic ex- 
amination of the spine revealed spots at the 
level of both renal pelves, considered to be 
residuals of Thorotrast. There were no clini- 
cal renal symptoms. 

CASE 3.—Dr. Hans Zollinger, Director of the 
Pathological Institute of St. Gall, has reported 
a case of spindle cell carcinoma of the kidney 
(Rev. suisse de méd. 52:1266, 1949) in which 
the carcinoma appeared sixteen years after a 
pyelographic procedure. In 1933, an injection 
of 30 cc. of Thorotrast was made into each 
kidney. The study revealed left hydronephro- 
sis. Prof. Brunner of Ziirich advised nephrec- 
tomy, which the patient refused, although, like 
my own patient in the case first described, he 
persisted in complaining of pain in the left 
kidney. 

In 1949 the patient’s suffering caused him 
to enter the University Clinic of Ziirich. A 
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Fig. 2.—Roentgenogram taken of patient who 

hau undeigune pyeugraphic study with Thoro- 

trast three years earlier. Note that traces of 
radioactivity are still observable. 


new roentgenographic study showed that the 
hydronephrosis had increased since 1953. A 
black spot was observed on the superior part 
of the renal pelvis, which was considered to be - 
a residual of Thorotrast. Nephrectomy was 
performed. On microscopic section, it was 
seen that a tumor, apparently a spindle cell 
sarcoma, had developed from the upper part 
of the renal pelvis, where the Thorotrast re- 
siduals were localized. 


SUMMARY AND CONCLUSIONS 


It has been shown by experiments that 
Thorotrast has undeniable radioactivity, 
which lasts for years and is not eliminated 
or resorbed. Such permanent radioactivity 


Fig. 3.—Roentgen film on which half of extirpated kidney (see text) was 
placed and left for six weeks, after which traces of radioactivity repre- 
senting residuals of Thorotrast were present. 
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must be considered a primary cause of 
cancer. From the experiments of Cherling 
and Guérin, who produced experimental 
sarcomas in mice by the use of Thorotrast, 
and from the cases here reported, one must 
conclude that the use of this substance is 
to be avoided, except, perhaps, in a few 
exceptional cases. 

There are many other well known sub- 
stances that serve the same purpose. One 
is the Hepatoselectan of Degwitz, produced 
before the war by Schering. I have dem- 
onstrated the fact that Hepatoselectan has 
the great advantage of being immediately 
resorbed and eliminated. It is also free 
from toxic effects. 


RESUME 


1. Le thorotrast, d’aprés mes expéri- 
ences, a un pouvoir radioactif indéniable, 
qui persiste des années durant; il ne s’éli- 


mine pas, il ne se résorbe pas. 

2. Cette radioactivité chronique est cer- 
tes un facteur de la genése cancéreuse. 

3. Si l’on tient compte des expériences 
d’Oberling et Guérin, qui ont provoqué des 
sarcomes expérimentaux par thorotrast 
sur des souris, et d’autre part des obser- 
vations précitées, il faut renoncer dorén- 
avant a utilisation du thorotrast, 4 moins 
de cas exceptionnels. 


RIASSUNTO 


E’ stato dimostrato sperimentalmente 
che il, Thorotrast ha un’attivita che si 
protrae per anni, senza eliminarsi né ria- 
ssorbirsi. Tale radioattivita deve essere 
considerata come una causa importante di 
cancro. 

In base alle esperienze di Oberling e 
Guerin, che produssero sperimentalmente 
sarcomi nei ratti con l’uso del Thorotrast, 
e all’esperienza personale, ]’Autore con- 
clude che lo impiego di questo prodotto 
deve essere proscritto in ogni caso salvo 
rare eccezioni, 
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Vi sono molte altre sostanze ben note 
che possono benissimo sostituire il Thoro- 
trast e fra esse l’Epatoselector (Degniz) 
che é un prodotto a rapido riassorbimento 
e rapida eliminazione, oltre ad essere non 
tossico. 


RESUMEN 


Por diversos experimentos se ha de- 
mostrado que la radioactividad del ‘“Toro- 
trast” permanece durante various afios, no 
siendo eliminado ni absorvido por lo que 
debe considerarse como una causa pri- 
maria de cancer. 

De los experimentos de Oberling y 
Guérin, quienes produjeron experimental- 
mente sarcomas en el rat6n por el uso del 
“Torotrast,” y de los casos que aqui se 
comunican, se concluye que, debe conden- 
arse el uso del “Torotrast” salvo raras 
excepciones. 

Existen otras substancias bien conoci- 
das como ei “Hepatoselector” (Degnitz), 
que sirven para el mismo proposito, teni- 
endo la ventaja de ser reabsorvidas y 
eliminadas inmediatamente y carecer de 
efectos toxicos. 


ZUSAM MENFASSUNG 


Es ist experimentell nachgewiesen wor- 
den, dass das Thorotrast eine jahrelang 
anhaltende Radioaktivitat besitzt und 
vom Korper weder ausgeschieden noch 
absorbiert wird. Die anhaltende Radio- 
aktivitét muss als eine mégliche Ursache 
des Krebses in Betracht gezogen werden. 

Auf Grund der Tierversuche von Ober- 
ling und Guérin, die durch die Anwendung 
von Thorotrast Sarkome bei Mausen her- 
vorrufen konnten, sowie der hier berich- 
teten Falle muss man-mit vielleicht eini- 
gen wenigen Ausnahmen—zur Ablehnung 
der Anwendung des Thorotrasts kommen. 

Es gibt viele andere wohlbekannte 
Mittel, die das Thorotrast ersetzen kénnen. 
Eines von diesen, das Hepatoselectan 
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(Degnitz), bietet den Vorteil sofortiger 
Resorption und Ausscheidung und fiihrt 
zu keinerlei toxischen Nebenerschein- 
ungen. 


SUMARIO 


Ja foi experimentalmente demonstrado 
que o Thorotrast tem radio-atividade que 
perdura durante anos, nao se dando sua 
eliminacgao ou reabosorcao. Esta radioati- 
vidade permanente deve considerada como 
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De acordo com as experiéncias de Ober- 
ling e Guérin, que produziram sarcomas 
experimentais em camondongos, empreg- 
ando Thorotrast, bem como com Os casos 
aqui apresentados, devemos concluir dever 
ser condenado o uso de Thorotrast, salvo, 
talvez, em poucos casos excepcionais. 

Ha muitas outras substancias bem con- 
hecidas e que se prestam ao mesmo fim, 
uma das quais, 0 Hepatoselector (Degnitz) , 
apresenta a grando vantagem de ser ime- 
diatamente reabsorvida e liminada, nao 


causa primaria de cancer. tendo ainda qualquer efeito t6xico. 


Thought, social relations, biological activities, cosmic backgrounds—all 
call for a system of manifold cooperations, and the finer life becomes, the 


more complicated is this network, and the more highly conscious must one 
become of one’s relations within it. Goethe once put the case admirably 
in a conversation with Eckermann: “People are always talking about 
originality; but what do they mean? As soon as we are born, the world 
begins to work upon us, and keeps on to the end. What can we call ours, 
except energy, strength, will? If I could give an account of what I owe to 
great predecessors and contemporaries, there would be but a small re- 
mainder.” The person who fancies he has made his own career, or the in- 
ventor who believes he has the sole right to his invention, or the philosopher 
who announces a completely new system of thought, is merely ignorant of 
his sources. Darwin formulated his Origin of Species with the sense of 
having made a unique personal discovery; before he was finished the similar 
hypothesis of another young naturalist, Wallace, was brought to his atten- 
tion; by the time he published his second edition, he had at last become 
aware that a whole literature on evolution had preceded his announcement. 
The individual contribution, the work of any single generation, is infini- 
tesimal: the power and glory belong to human society at large, and are the 
long result of time. 
—Mumford 





A New Operation for Diversion of the Urine, 
with Voluntary Control of Feces 
and Urine: Further Report’ 


OSWALD S. LOWSLEY, M.D., F.A.C.S., F.I.C.S., 


AND 


THOMAS H. JOHNSON, M.D. 
NEW YORK CITY, NEW YORK 


preliminary report of a new opera- 

tion for diversion of the urinary 
stream.* This procedure attempts to ful- 
fill the two essential requirements for 
ideal diversion: (1) maintenance of nor- 
mal renal function, without progressive 
renal damage or reabsorption of urinary 
constituents, and (2) continence and vol- 
untary control of both the fecal and the 
urinary stream. A review of the methods 
of diversion now in use shows that there 
is no procedure in current use that satis- 
fies both requirements. 

As experience with the operation has 
increased, a number of minor but impor- 
tant changes have been made in the tech- 
nic. It has, therefore, seemed advisable to 
present a report of the most recent case 
in which the operation was performed. 

Present-day Methods of Diverting the 
Urine. — Ureterosigmoidostomy provides 
for diversion with voluntary control of 
feces and urine. Recent studies by numer- 
ous workers have shown that after this 
procedure the prognosis for longevity is 
poor, regardless of the incidental patho- 
logic picture. Creevy’s studies indicated 
that the hazards of ureterosigmoidostomy 
stem from direct ascent of bacteria from 


eres a year ago we presented a 
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fecal contamination, increased intracolic 
pressure, stenosis of the anastomosis and 
hyperchloremia with secondary acidosis. 
Much work on the mechanism of hyper- 
chloremic acidosis has produced evidence 
that chronic pyelonephritis—in itself seri- 
ous—merely compounds this complication. 
Boyce showed that reabsorption of the 
components of urine is greater the more 
proximal the bowel. Thus, simple uretero- 
sigmoidostomy creates a situation that in- 
volves mixing of the fecal and urinary 
streams, regurgitation of contaminated 
urine to the kidneys, and regurgitation of 
urinary components to higher segments of 
the bowel where reabsorption is more ac- 
tive. There is also the question of the 
effect of chronic infection and fecal con- 
tamination on the anastomosis itself and 
on subsequent stricture formation. Despite 
these drawbacks, simple ureterosigmoidos- 
tomy, in our opinion, has a definite place 
in the urologist’s armamentarium for 
diversion of the urine—namely, in cases 
of disease (such as inoperable carcinoma) 
that rules out long life, or when the pa- 
tient’s general condition precludes a more 
lengthy procedure. 

As an alternative to simple ureterosig- 
moidostomy, the urologist may divert the 
urine and separate the fecal and urinary 
streams, in an effort to prevent the serious 
sequelae aforementioned. Although this 
offers a far more favorable prognosis, it 
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invariably produces fecal or urinary incon- 
tinence. The easiest recourse is diversion 
to the skin, which has obvious disadvan- 
tages. Isolating a segment of intestine and 
suturing it to the bladder necessitates leav- 
ing a good portion of the affected bladder 
intact, and, in addition, demands that it 
function. It is conceivable, however, that 
some highly selective situations in the 
bladder might allow for this. The use of 
an isolated segment of intestine (usually 
cecum), with a stoma to the skin made 
from the appendix or ileum, represents an 
attempt to obviate the continuous leakage 
of urine. If the ileocecal valve is com- 
petent, catheterization is still necessary to 
empty the new bladder; voluntary control 
of urine is not exercised, and the patient 
has an unnatural orifice in the abdomen. 
Recognizing the fact that lack of con- 
trol of micturition is a far greater prob- 
lem to the patient than lack of fecal con- 
trol, Boyce and Vest devised a procedure 
for diversion of the urine in cases of 
exstrophy of the bladder. This method 
consisted of suturing a portion of the 
bladder containing the ureteral orifices to 
the rectum, repairing the defect in the 
abdominal wall, closing the rectum above 
the point of anastomosis and creating a 
permanent sigmoid colostomy. A similar 
plan for diversion (use of the rectum as 
a new bladder, with a permanent sigmoid 
colostomy) was utilized in 8 cases by Kin- 
man, Sauer, Houston and Melick. These 
well-conceived operations substitute uri- 
nary continence of urine for the more eas- 
ily controlled fecal incontinence by colosto- 
my. They do more: They provide a sterile 
bladder, under voluntary control, in the 
lowermost segment of the intestine, where 
reabsorption is minimal. Since the prin- 
ciple of these two procedures was incor- 
porated into the operation described here, 
we have been delighted to note the ab- 
sence of electrolyte imbalance and pyelone- 
phritis in the follow-up on the cases. 
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Essential Features of the Authors’ Op- 
eration.—Essentially, the authors’ opera- 
tion consists of two major steps: (1) the 
creation of a new bladder, with use of 
the isolated rectum; (2) the creation of 
a new rectum, with use of the proximal 
sigmoid. The sigmoid is mobilized and 
drawn through the rectovesical pouch and 
out through the perineum, immediately 
anterior to the anus and wnder the intact 
external sphincter ani muscle. 

The end result is a patient able to void 
urine through the anus under voluntary 
control. Fecal material is passed through 
the colostomy immediately anterior to the 
anus. The outlets for the fecal and urinary 
streams are both encircled by the intact 
external sphincter ani muscle. 

As was pointed out in our preliminary 
report, this operation provides a number 
of vital advantages, one or more of which 
are lacking in any present-day method: 
(1) continence of feces with voluntary 
control; (2) continence of urine with vol- 
untary control; (3) separation of the fecal 
and urinary streams, with the provision 
of a sterile reservoir for urine; (4) no 
regurgitation of urine to higher, more ab- 
sorptive segments of the colon; (5) no 
artificial orifice in an unnatural site; (6) 
conditions that permit cystectomy, if indi- 
cated and (7) a distensible artificial blad- 
der amenable to cystoscopic examination. 


REPORT OF CASE WITH DESCRIPTION OF OPERATION 


E. P., a 51-year-old white man, was ad- 
mitted to St. Clare’s Hospital on June 18, 1954, 
with marked gross hematuria of three months’ 
duration. For over three years he had been 
under treatment for proved transitional cell 
carcinoma of the bladder, first by repeated 
fulguration and, when this failed, by segmen- 
tal resection performed three years prior to 
admission. The tumor recurred and, despite 
further fulguration, covered almost the entire 
vesical mucosa. Hematuria became uncon- 
trollable, and the patient was referred to us 
for diversion of the urine. 

On admission, secondary anemia was evi- 
dent (erythrocyte count 2,700,000 per cubic 
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millimeter, with Hgb. 8 Gm. of hemoglobin). 
Transfusions of whole blood were given until 
the blood count reached normal levels. 

Cystoscopic examination showed an exten- 
sive papillary growth covering the entire sur- 
face of the bladder. An excretory urogram 
showed the upper parts of the urinary tract 
to be normal in spite of the extensive tumor. 
Chemical tests of the blood disclosed no 
azotemia or ion imbalance. 

In our opinion, the patient urgently re- 
quired diversion of the urine to prevent cer- 
tain exsanguination. Moreover, in spite of the 
probable inoperability of the primary lesion, 
considerable comfort could be afforded him 
by the new operation. 

Intestinal antisepsis was obtained by the 
method suggested by Poth, as follows: Castor 
oil, 2 ounces, Neomycin, 1 Gm., and Phthalyl- 
sulfathiazole, 1.5 Gm., were given twenty-four 
hours before operation. The same dose of 
Neomycin and Phthalylsulfathiazole was re- 
peated every hour for 3 more doses, then 
every four hours until operation. In addition, 
a 1 per cent solution of Neomycin was instilled 
into the rectum and sigmoid two hours before 
the operation. 

With the patient on the operating table, a 
No. 30 F catheter was inserted into the rectum 
and sutured in situ to the skin. 

Operation.—A transverse incision was made 
in the lower part of the abdomen. A consider- 
able number of peritoneal adhesions from pre- 
vious operations were encountered, and it was 
necessary to dissect these free to obtain access 
to the left parietal peritoneum and the left 
ureter. Both ureters were located, transected 
close to the bladder and intubated with No. 7 
F polyethylene catheters. Care was taken not 
to crush or otherwise injure the proximal ends 
of the ureters. 

The site of transection of the rectosigmoid 
was determined by ascertaining the level at 
which an easy ureteroenterostomy could be 
effected. A Von Petz clamp was applied, and 
the rectosigmoid was transected distal to the 
double layer of clips. Lateral traction sutures 
held the rectum in position as all remaining 
Neomycin solution was suctioned from the 
rectal ampulla. 


A sharp-nosed clamp was plunged through 
the rectal wall posteriorly on each side, and 
the ureters were drawn by a single traction 
suture into the rectal lumen. We then per- 
formed direct mucosa-to-mucosa anastomosis, 
using interrupted No. 00 atraumatic chromic 
catgut sutures and working from inside the 
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rectal lumen. Serosal fixation sutures were 
applied. The anastomoses were then intubated 
with polyethylene catheters and the catheters 
passed into, and fixed to, the No. 30 F rectal 
catheter. The open rectum was closed with 
a double layer (continuous mucosal and in- 
terrupted mucosal) of No. 00 atraumatic 
chromic catgut sutures, thus completing the 
new bladder. 

The sigmoidal mesentery was next dissected 
from the proximal sigmoid until sufficient 
mobility had been obtained to allow the latter 
to pass through the rectovesical space and out 
through the perineal incision. Preservation of 
the secondary vascular arcades preserved the 
viability of the end of the sigmoid. 

The patient was then placed in the perineal 
position, and an incision was made 1 cm. an- 
terior to the anus. The plane of dissection was 
carried under the intact external sphincter 
ani muscle and anterior to the rectal wall until 
the rectovesical space was encountered. The 
assistant above the field placed the traction 
sutures holding the sigmoid and a Penrose 
drain in the jaws of a uterine packing forceps 
passed from below, and the sigmoid and drain 
were drawn into the perineum. As the Von 
Petz clips were dissected free, the blood sup- 
ply was noted to be excellent. The sigmoidal 
mucosa was sutured to the edge of the skin 
with interrupted sutures of No. 0 chromic 
catgut. The perineal wound was closed, the 
patient returned to the supine position and 
the abdominal wound closed in layers, with 
peritoneal drainage. 

The postoperative course was uneventful. 
All splinting catheters and drains were re- 
moved within one week. Complete voluntary 
control of both feces and urine could be ex- 
ercised on the tenth postoperative day. 

After a course of radium and roentgen ther- 
apy, the patient was discharged on the twenty- 
second postoperative day. 

Postoperative Follow-wp.—At the time of 
writing, two months after the operation, the 
patient has excellent voluntary control over 
feces and urine. He wears no appliances or 
special perineal padding, and is able to carry 
on his daily routine in comfort. The blood 
count and blood chemical values have remained 
normal. 


SUMMARY 


The two requirements essential for ideal 
diversion of the urine are (1) the main- 
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tenance of normal renal function, without 
progressive renal damage or reabsorption 
of urinary constituents, and (2) conti- 
nence and voluntary control of both the 
fecal and the urinary stream. Current 
methods of diversion are reviewed briefly, 
showing that no procedure now in use ful- 
fills both of these requirements. 

The authors’ operation, a preliminary 
report of which was presented in October 
1953, attempts to satisfy these criteria. A 
new bladder is created from the isolated 
rectum and a new rectum from the proxi- 
mal sigmoid, the latter being mobilized and 
drawn through the rectovesical pouch and 
out through the perineum, immediately an- 
terior to the anus and under the intact 
external sphincter ani muscle. The outlets 
for the fecal and urinary streams are, 
therefore, both encircled by the intact ex- 
ternal sphincter ani muscle, providing 
fecal and urinary control with voluntary 
elimination. 

The advantages of the method are set 
forth. 

An illustrative case, with a description 
of the operation as at present performed, 
is presented. The results in this case two 
months after operation were excellent. 

Parenthetically, it might be added that 
the first patient operated upon by this pro- 
cedure (July 3, 1953) continues to show a 
good result, and has been following his 
normal routine in comfort. There is no 
evidence of recurrent malignant disease. 
Fecal and urinary control are excellent. 
Excretory urograms show good function 
and no sign of hydronephrosis. The blood 
chemical levels remain unchanged. Cysto- 
scopic examination of the new bladder 
shows indigo carmine appearing within 
five minutes. 


RESUMEN 


Los dos requerimientos esenciales para 
la desviacién ideal de orina son: (1) el 
mantenimiento de un funcién renal nor- 
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mal, sin lesi6n renal progresiva o reabsor- 
cién de los constituyentes urinarios, y (2) 
la continencia y control, voluntario de 
heces y orina. Se revisan brevemente los 
métodos comunes, mostrandose que actual- 
mente, ningun procedimiento llena los re- 
querimientos. 

La operacién de los autores, de la cual 
se present6 una comunicaci6n preliminar 
en 1953, es un intento para satisfacer estos 
criterios. Se crea una nueva vejiga a par- 
tir del recto aislado y se forma un nuevo 
recto a partir de la porci6n proximal del 
sigmoide, siendo mobilizado este ultimo y 
llevado a través del fondo de saco rec- 
tovesical y el periné, inmediatamente an- 
terior al ano y bajo el miusculo del esfinter 
anal externo. or consiguiente ambas sali- 
das la fecal y la urinaria estan rodeadas 
por el esfinter anal externo, proporcionan- 
do control con eliminacion voluntaria. 

Se establecen las ventajas del método. 

Se presenta un caso ilustrativo, con de- 
scripcién de la operacién. Los resultados © 
de este caso fueron excelentes hasta el 
momento de escribirse este articulo (dos 
meses después de la operacién). 

Igualmente, puede decirse que el primer 
paciente operado por este procedimiento 
(Julio 3, 1953) continia mostrando un 
buen resultado y ha seguido su rutina 
habitual. No ha habido evidencia de recur- 
rencia maligna. El control fecal, asi como 
el urinario son excelentes. Los urogramas 
excretores muestran buen funcionamiento 
sin signos de hidronefrosis. Los valores de 
quimica sanguinea permanecen sin modi- 
ficacion. El] examen cistoscépico de la 
nueva vejiga muestra la aparicién de in- 
digo carmin a los cinco minutos. 


RIASSUNTO 


I due requisiti essenziali per un’ideale 
diversione dell’urina sono: 1) manteni- 
mento di una funzione renale normaie, 
senza danno renale progressivo e senza 
riassorbimento dei componenti dell’urina ; 
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2) continenza e controllo volontario delle 
feci e delle urine. Vengono brevemente 
considerati i metodi di diversione dell’urina 
attualmente in uso, allo scopo di dimostrare 
che nessuno di essi possiede ambedue i 
requisiti suddetti. L’intervento ideato dagli 
autori, gia presesntato una prima volta 
nell’ottobre 1953, rappresenta un tentativo 
di raggiungere le mete suesposte. Tale in- 
tervento crea una nuova vescica utiliz- 
zando il retto isolato, ed un nuovo retto 
utilizzando il tratto prossimale del sigma 
mobilizzato, abbassato ed abboccato all’- 
estremo facendolo passare attraverso lo 
sfondato retto-vescicale ed il perineo, subi- 
to al davanti dell’ano ed entro lo sfintere 
esterno di tale orifizio. In tal modo, essen- 
do i due tratti terminali escretori circon- 
dati dallo sfintere esterno dell’ano, la con- 
tinenza e l’emissione delle feci e delle urine 
risultato sotto il controllo della volonta. 
Viene presentato un caso dimostrativo, 
assieme alla descrizione della tecnica pre- 
sentemente usata. I risultati di questo caso 
all’epoca dello scritto (e cioé 2 mesi dopo 
l’intervento) sono eccellenti. Gli autori, 
infine, aggiungono che il primo paziente 
operato in tal modo nel luglio nel 1953 
continua a star bene e a seguire una vita 
normale, senza segni di recidive e con per- 
fetto controllo delle feci e delle urine. 
Esami urografici hanno dimostrato una 
buona funzione renale e l’assenza di idrone- 
frosi. L’azotemia é immutata. Esami cisto- 
scopici della nuova vescica hanno permesso 
di apprezzare |’eliminazione del colore dopo 
cinque minuti. 


SUMARIO 


Os dois requisitos essenciais para a 
derivacao ideal da urina sao: (1) a manu- 
tencao da funcao renal normal, sem lesao 
renal progressiva ou reabsorcéo dos con- 
stituintes da urina e (2) a continencia e 
controle voluntarie tanto da _ corrente 
urinaria como fecal. Os métodos correntes 
de derivacao da urina sao revistos sumaria- 
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mente, demonstrando-se que atualmente 
nenhum método preenche ambos os re- 
quisitos. 

A operacao do A., cuja nota prévia foi 
apresentada em Outubro de 1953, tenta 
satisfazer este critério. Uma nova bexiga 
é criada, a partir do reto isolado e um 
novo reto é formado, a partir da porcéo 
proximal do sigmoide, 0 qual é mobilizado 
e tracionado através do fundo de saco 
reto-vesical e através do perineo, imediata- 
mente anterior ao anus e sob o esfincter 
externo do anus intacto. As saidas para as 
correntes urinarias e fecal sao pois ambas 
circundadas pelo esfincter externo do anus 
intacto, obtendo-se assim controle fecal e 
urinario, com eliminacaéo voluntaria. 

As vantagens do método sao apresenta- 
dos. 

E apresentado um caso, com a descricao 
da operacao como é feita atualmente. Os 
resultados deste caso, no ocasiao em que 
este artigo foi escrito (dois meses apés a 
operacao) sao excelentes. 

Pode ser ainda acrescentado que o 
primeiro paciente operado por este método 
(3 de Julho de 1953), continua a apresen- 
tar bom resultado, vivendo normalmente. 
Nao ha sinal de recidiva do processo ma- 
ligno, havendo excelente contrdle fecal e 
urinario. A urografia excretora demonstra 
béa funcéo, sem sinal de hidronefrose. Os 
valores quimicos so sangue permanecem 
inalterados. O exame cistoscépico da nova 
bexiga demonstra o aparecimento do in- 
digo carmin dentro de 5 minutos. 


ZUSAM MENFASSUNG 


Die beiden wesentlichen Forderungen, 
die eine ideale Umleitung des Harnabflus- 
ses erfiillen muss, sind (1) die Erhaltung 
der normalen Nierenfunktion ohne fort- 
schreitende Nierenschadigung oder Riick- 
resorption von Harnbestandteilen und (2) 
die Herstellung der Fahigkeit, sowohl 
Stuhl als auch Harn willkiirlich zu ver- 
halten und zu entleeren. Ein kurzer Uber- 
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blick tiber die zur Zeit iiblichen Verfahren 
der Umleitung des Harnstroms ergibt, 
dass keine der gegenwartigen Methoden 
beide Forderungen erfiillt. 

Die von den Verfassern angegebene Op- 
eration, tiber die ein vorlaufiger Bericht 
im Oktober 1953 verdéffentlicht wurde, 
stellt einen Versuch dar, diesesn Kriterien 
gerecht zu werden. Es wird eine neue 
Blase vom isolierten Rektum und ein neues 
Rektum vom proximalen Abschnitt des 
Sigmoids geschaffen; dabei wird das Sig- 
moid mobilisiert und durch den rektovesi- 
kalen Raum und durch den Damm dicht 
vor dem After und unterhalb des intakten 
ausseren Schliessmuskels nach aussen ge- 
zogen. Auf diese Weise sind die Offnungen 
fiir die Kotsaéule sowohl als auch fiir den 
Harnstrom von dem intakten dusseren 
Schliessmuskel des Afters umfasst, wo- 
durch die Méglichkeit zu willkiirlich kon- 
trollierter Kot—und Harnausscheidung ge- 
geben wird. 

Die Vorziige des Verfahrens werden 
erklart. 

Ein erlauternder Fall wird unter Dar- 
stellung der Operation, wie sie heute aus- 
gefiihrt wird, beschrieben. Die Ergebnisse 
in diesem Fall sind zur Zeit der Nieder- 
schrift dieser Arbeit (zwei Monate nach 
der Operation) ausgezeichnet. 

Es wird erwahnt, dass der erste mit 
disser Methode operierte Patient (3. Juli 
1953) fortgesetzt gute Resultate zeigt und 
seiner normalen Lebensweise stérungslos 
nachgeht. Er zeigt keine Anzeichen eines 
Wiederauftretens des Krebses. Die will- 
kiirliche Kontrolle tiber Kot—und Har- 
nausscheidung ist ausgezeichnet. Das Aus- 
scheidungspyelogramm zeigt eine gute 
Nierenfungtion ohne Anzeichen von Hy- 
dronephrose. Die chemischen Blutuntersu- 
chungen zeigen keine Veradnderung der 
Werte. Bei zystoskopischer Untersuchung 
der neuen Blase zeigt sich die Ausschei- 
dung des Indigorots innerhalb von 5 Minu- 
ten. 
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Exigences essentielles en vue d’une bon- 
ne néo-vessie: 1. maintien d’une fonction 
rénale normale (absence de lésion rénale 
progressive). 2. Continence et contrdle 
volontaire aussi bien anal qu’urinaire. Les 
méthodes courantes sont briévement pas- 
sées en revue. Aucune technique actuelle 
ne remplit ces deux conditions. 

L’opération proposée par les auteurs 
(un rapport préliminaire en a été présenté 
en octobre 1953) tente de satisfaire a ces 
deux critéres. La néo-vessie estt créce a 
patrir du rectum que !’on isole, ainsi qu’un 
nouveau rectum, a partir de la portion 
proximale du sigmoide, ce dernier étant 
mobilisé et tiré a travers la poche recto- 
vésicale et hors du périnée, immédiate- 
ment en avant de !’anus et sous le sphinc- 
ter et le muscle externes. La continence 
urinaire et anale et aisni assurée. 

Les auteurs exposent les avantages de 
cette méthode et présentent un cas type 
avec description de la technique opératoire. 
Les résultats sont excellents dans ce cas 
jusqu’a ce jour (deux mois aprés |’opéra- 
tion. 

Le premier malade opéré selon cette 
méthode (3 juillet 1953) continue a se 
bien porter et méne une vie normale. II 
n’y a pas trace de récidive maligne. Ex- 
cellent contréle urinaire et anal. Absence 
d’hydronéphrose. Pas de modification san- 
guine. L’examen cystoscopique de la néo- 
vessie indique le passage de |’indigo car- 
min aprés cing minutes. 
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Nothing so interesting as a self in action. I have to read many hundred 


student papers. When a writer says “I” and goes on to tell a bit of his life 
that meant something to him, tells it as if he were the first man on earth to 
live it, I find myself taking notice. No matter how trite it is, if it is fresh 
to him I enjoy it. A spirit of living is the most communicable thing in the 
world, and the most worth communicating. 

Perfect meditation has a character and beauty of its own. It is a mature 
and spontaneous utterance falling like ripe leaves on a still day in the fall 
of the year. The reader may watch it if he pleases, it exists for itself, not 
for him. The thoughts of solitude are heard in solitude, and have an 
inward chime that public thoughts must lack. 

It seems to me that Emerson does not hold the reader by his mere person- 
ality and style, as Thoreau does, but that we require him to be saying 


something profound or uplifting. Their attitudes are very unlike; one is a 


prophet uttering his inspirations before an audience, the other a meditative 


thinker hardly conscious of a public. 
—Benson 





Total Resection of the Right Lobe of the Liver 


Report of a Successful Case 
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mental major resection of the liver in 

animals, particularly monkeys, one 
may expect success with total removal of 
the right lobe of the liver in man, although 
this procedure, unlike resection of the left 
lobe, presents some exceedingly difficult 
problems. 

The chief problem is to devise a technic 
that will obviate damage to the hepatic 
vein. 

Wendell,' in 1911, first reported a case 
in which total resection of the liver was 
successfully performed. Recently, Lortat- 
Jacob and Robert? succeeded in this opera- 
tion by the thoraco-abdominal approach. 
Except for these 2 cases we have found 
no mention of similar successes in the 
literature. Even at present, therefore, it 
may be said that the right lobe of the 
liver does not lie within the surgically 
manageable domain. 

This article describes a case of total re- 
section of the right hepatic lobe, per- 
formed recently in our clinic. Fortunately 
the operation was successful, and the pa- 
tient enjoyed a useful life for more than 
a year before he died of recurrent car- 
cinoma. This patient, a 22-year-old man, 
had undergone radical operation elsewhere 
(for cancer of the rectum) approximately 
two years earlier. About three months 
before his admission to our hospital he 
felt weak and noticed a tumorous growth 


J tat from the results of experi- 
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below the right costal margin. On admis- 
sion he was observed to be well developed, 
though somewhat poorly nourished. The 
temperature, pulse rate and respiratory 
rate were normal. The liver was palpable 
about 4 cm. below the costal margin. Its 
surface was nodular and rather hard, but 
it was not tender to pressure. Except for 
enlargement of the right lobe, no positive 
physical abnormalities were observed. 
Operative Technic_—An upper abdomi- 
nal incision is first made, after which a 
long right subcostal and a short left trans- 
renal incision are added (Fig. 1). By 
combining these incisions we are able to 
obtain a good and adequate view of the 
operative field. In the present case there 





Fig. 1.—Incision (see text). 
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were extensive adhesions between the in- 1. Using Marwedell’s technic for reflec- 
ferior surface of the liver and the trans- tion of the right costal margin, we ob- 
verse portion of the colon. Having dis- tained additional operating space. 

sected these adhesions, we carried out re- 2. We next proceeded to mobilize the 


section of the right lobe as follows: right lobe. After dividing successively the 


Fig. 2.—A, anterior and posterior coronary ligaments and the posterior surface of the liver, which 

is attached to the diaphragm. B, hepatic vessels in the hilar region of the liver. C, right lobe 

pushed forward and to the left. Arrow indicates the direction of the cutting line through the pos- 

terior border of the right lobe. D, smali portion of liver tissue left in place (see text). E, arrow 
indicating the direction of the cutting line through the lobus quadratus. 
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Fig. 3.—A, superior aspect of resected lobe. B, inferior aspect. The gallbladder is situated at the 


lower left corner. 


round, falciform, triangular and anterior 
coronary ligaments, we freed the dia- 
phragmatic surface of the liver by blunt 
dissection, finally dividing the posterior 
coronary ligament. During these proce- 
dures especial care was taken not to injure 
the inferior vena cava as the manipula- 
tion proceeded toward the median line 
(Fig. 2A). The right lobe was then brought 
forward out of the operative wound, and 
the hilar region of the liver came into 
view. 

3. The mobilized lobe was held fixedly 
by an assistant. Management of the hepatic 
vessels of the right lobe at the hilum was 
the next problem. First we ligated and 
divided the right branch of the hepatic 
artery and then the right branch of the 
portal vein, the former being more acces- 
sible than the latter. As the bifurcation 
of the portal vein is situated so close to 
the surface of the liver, every precaution 
was taken against injury of this vein by 
mistake. At this point the technic calls 


for ligation and division of the right 
branch of the hepatic bile duct, if possible. 
In this case we could not locate the ductal 
bifurcation with certainty (Fig. 2B); 
therefore separate ligation and division 
of the duct was impossible. 

Since we had planned to remove the gall- 
bladder together with the right hepatic 
lobe, we ligated and divided the cystic 
bile duct at a point proximal to its junc- 
ture with the common duct. 

4. Removal of the right lobe was then 
carried out, with meticulous care not to 
damage (a) the left branch of the hepatic 
artery and that of the portal vein; (b) 
the inferior vena cava, and (c) the main 
branch of the left hepatic vein, which re- 
ceives the venous blood from the left lobe. 

The (Fig. 2C) posterior border of the 
mobilized right lobe was cut through under 
a mass ligation. A small portion of liver 
tissue adjacent to the inferior vena cava 
was left in place. Figure 2D is a rough 
sketch illustrating schematically the 
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Fig. 4.—The patient photographed four months 
after the operation. 


course of the hepatic veins in a horizontal 
section of the liver (dotted lines). From 
this sketch it will be evident that with the 
aforedescribed technic the main branch of 
the left hepatic vein is preserved. 

Next (Fig. 2E) the lobus quadratus 
was incised along the left side of the gall- 
bladder, from the anterior margin of the 
right lobe to the level of the hilar region. 
This incision should cross neither the left 
branch of the hepatic artery nor that of 
the portal vein. 

After the second section of the liver 
there remained a relatively small portion 
of liver substance connecting the right 
lobe with the left. This portion was next 
cut. through, and thus total resection of 
the right lobe, together with the gall- 
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bladder, was accomplished. 

As to hemostasis, it suffices to ligate 
en masse, with a stout silk suture, each of 
the three parts of the liver to be succes- 
sively cut through. After the resection the 
cut surface of the liver is covered loosely 
with omentum and a rubber drain in- 
serted. 

In the case here described the resected 
right lobe weighed about 1,500 Gm. The 
microscopic diagnosis was adenocarcinoma 
(Fig. 3). 

Postoperative Course.—After the opera- 
tion there was considerable ascities, but it 
disappeared within two weeks, and the 
output of urine increased. 

No clinical signs suggesting acute in- 
sufficiency of liver function could be de- 
tected. 

Laboratory tests of hepatic function dis- 
closed more or less disturbance in the early 
stages, but all functions returned to the 
normal range within two months after the 
operation. The detoxifying capacity ap- 
peared to be most disturbed of all. 

The general condition of the patient had 
improved so much four months after the 
operation that he was able to resume his 
former work, but the symptoms of re- 
current cancer appeared one year later, 
and he died within a few months there- 
after (Fig. 4). 


COMMENT 


We should like to point out the limits 
of resection of the right lobe in this case. 
A and B, Figure 5, are sketches of the 
superior and the inferior surfaces, re- 
spectively, of the resected right lobe. 
From these illustrations it will be seen 
clearly to what extent the liver was re- 
sected. Because the borderline between 
the right and left lobes passes along the 
falciform ligament, our resection must be 
called subtotal, not total, in the strictest 
sense of the term. However, considering 
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the anatomic course of the blood vessels, 
it is impossible to resect the right lobe 
totally along the line of this ligament. 
Our technic, therefore, as presented here, 
may well be called “Practical total resec- 
tion of the right lobe of the liver.” 


SUMMARY 


The authors report a case of successful 
total resection of the right lobe of the 
liver. The operative technic is described 














HONJO AND ARAKI: RESECTION OF RIGHT LOBE OF LIVER 


in detail, and illustrations are included 
for clarification. 


RIASSUNTO 


Vengono riferiti due casi in cui fu ese- 
guita con successo la resezio ne del lobo 
destro del fegato; tecnica e documenti 
esplicativi. 


RESUMEN 


Los autores comunican un caso de resec- 
cién total éxito del lébulo derecho del higa- 














Fig. 5.—See text. Inserts show the limits of the resection. 
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do. Se describe la técnica operatoria en 
detalle se incluyen ilustraciones para may- 
or claridad. 


ZUSAM MENFASSUNG 


Es wird iiber eine erfolgreiche Total- 
resektion des rechten Leberlappens berich- 
tet. Die Operationstechnik wird in ihren 
Einzelheiten an Hand von erlauternden 
Illustrationen beschrieben. 
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RESUME 


Les auteurs rapportent um cas de guéri- 
son par résection totale du lobe hepatique 
droit. Ils font une description détaillée 
de la technique opératoire, accompagnée 
d’illustrations démonstratives. 
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... It is not enough to recognize that all our knowledge is, in a greater or 
less degree, uncertain and vague; it is necessary, at the same time, to learn 
to act upon the best hypothesis without dogmatically believing it . . . One 
may say broadly: all that passes for knowledge can be arranged in a 
hierarchy of degrees of certainty, with arithmetic and the facts of percep- 
tion at the top. That two and two are four, and that I am sitting in my room 
writing, are statements as to which any serious doubt on my part would be 
pathological. I am nearly as certain that yesterday was a fine day, but not 
More distant 
memories are more doubtful, particularly if there is some strong emotional 


quite, because memory does sometimes play odd tricks. 


reason for remembering falsely, such, for instance, as made George IV 
remember being at the battle of Waterloo. Scientific laws may be very 
nearly certain, or only slightly probable, according to the state of the 
evidence. 

When you act upon a hypothesis which you know to be uncertain, your 
action should be such as will not have very harmful results if your hy- 
pothesis is false. 


—Russell 





Genital Elephantiasis Corrected 


by a Plastic Procedure 
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S described in the English literature, 
A the treatment of elephantiasis of 
the genital organs most commonly 
used has been the excision of elephanti- 
asiac tissue and excess skin. A new scro- 
tum and a covering for the penis are 
formed from flaps derived from the orig- 
inal scrotal skin by several different 
technics. This method was reported by 
Watson,' DeSavitsch,? Knott and Rice,* 
Kretchman,‘ Connell,» Comando and 
Echikson,® Towne,? and Pons and Con- 
stantine.$ 

Covering the denuded penis with pinch 
grafts or Thiersch grafts was reported by 
Watson,! Knott and Rice,* and Venkates- 
waren.® DeSavitsch allowed the penis to 
granulate and claimed that in a few weeks 
it was covered with a proliferation of 
epithelium from the borders of healthy 
skin at the base and corona. Young’? and 
Connell> mentioned the use of the inner 
lining of the prepuce for coverage of the 
penis. 

Other surgeons have expressed the opin- 
ion that to use any of the involved skin 
is an invitation to recurrence. Some have 
recognized the desirability of providing 
new lymphatic channels. Davis'! advised 
complete excision of all involved skin and 
subcutaneous tissue. He covered the penis 
and formed a new scrotum by skin graft- 


From the Straith Clinic for Plastic and Reconstructive 
Surgery, Detroit. 
*Former Fellow of the Straith Clinic, Detroit, Michigan. 
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ing or by using the apron of normal ab- 
dominal skin dragged down over the pubis 
by the weight of the scrotal mass. Con- 
nell’ was convinced that he established 
new lymphatic pathways to the lumbar 
glands by removing the entire fibrous cov- 
ering of the spermatic cords, and to the 
internal pudic and prostatic glands by lay- 
ing bare the perineal muscles and dividing 
the line of fusion between the two layers 
of the triangular ligament and Colles’ 
fascia. Lovett-Campbell!? used the apron 
of abdominal skin to form the scrotum 
and made a circular aperture in the base 
of his flap to provide emergence for the 
penis. He cautioned against making the 
aperture too high, as upward traction of 
the skin flap might cause the penis to 
“assume a pose of permanent perpendicu- 
larity incompatible with mood.” Ven- 
kateswaren® buried the testicles in the 
groin. Young?® used skin from the thighs, 
groin and suprapubic area. Livermore’ 
twice used skin from the posterior aspect 
of the scrotum and flaps from the abdomen 
or thigh in the hope of connecting with 
unblocked lymphatics. He had a recur- 
rence at two- and three-year intervals 
McDonald and Huggins'* performed an 
elliptic excision of skin from the thigh 
and scrotum bilaterally, followed by anas- 
tomosis of the thigh to the scrotum. 


Pathogenesis.—The causes of genital 
elephantiasis fall into two categories: 
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Fig. 1.—A, elephantiasis of scrotum and penis following bilateral resection of inguinal glands. 
Tube pedicle has been prepared on abdomen. B, upper end of tube pedicle has been detached and im- 
planted to base of penis and scrotum. Edema gradually subsided and was eliminated after about 
four months. C, patient wearing tube pedicle as he has done for nineteen years. He refuses to have 


it opened and implanted into the skin of the groin. 


(1) infection with Wuchereria bancrofti 
(filariasis) and (2) stasis in the penile 
and scrotal lymphatics following obstruc- 


tion resulting from such causes as trauma, 
surgical interruption of the lymphatic 
pathways (as in groin dissection), syphi- 
litic hyperplasia, lymphogranuloma vene- 
reum, and streptoccic and other infections. 
Included in the second category would be 
the case reported by Young’? in which 
the lymphatic blockage was caused by 
paraffin that had been injected into the 
scrotum to simulate a testicle. In both 
types the basic pathologic picture of lym- 
phatic stasis leads to imperfect absorption 
of inflammatory products, which stimulate 
hypertrophy and induration of the skin 
and subcutaneous tissues. 


REPORT OF A CASE 


E. H., a 49-year-old white man, a_ boat 
captain, came to the Straith Clinic in Septem- 
ber 1934. His chief complaint was of swelling 
of the penis and scrotum, which made sexual 
intercourse impossible (Fig. 1). 

In 1916 a bilateral inguinal gland dissection 
had been performed for buboes of 20 days’ 
duration, In August 1929 the patient had 
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The edema has never returned. 


gonorrhea, which was treated with a pro- 
prietary remedy obtained from a drugstore. 
The discharge stopped. In December 1929, 
after inbibing alcohol at a party the night 
before, he developed a high fever and a feel- 
ing of tension in the groin. The penis became 
red, swollen and painful. These symptoms 
subsided in two days without medication. He 
had repeated attacks every three to four 
weeks, which became progressively more se- 
vere. The swelling of the penis and scrotum 
became chronic, persisting between the acute 
attacks. He had no pain or burning on urina- 
tion, but there was some difficulty in starting 
the stream. Because of the persistent swelling 
of the penis he was unable to have intercourse 
from 1933 to 1935. 

The patient had had scarlet fever, measles 
and mumps in childhood, typhoid fever in 
Brazil in 1910, fracture of the right clavicle 
in 1916, hemorrhoidectomies in 1911 and 1917, 
fractured fingers of the left hand in 1927 and 
an appendectomy in 1928. 

The review of systems gave essentially nega- 
tive results except for the symptoms already 
described. 

Physical examination revealed the patient 
to be well developed and well nourished. He 
did not appear acutely ill. The blood pressure 
in millimeters of mercury was 120 systolic 
and 70 diastolic. His weight was 145 pounds 
(20.4 Kg.). There was a sluggish reaction to 
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light by the left pupil, and a small fibroma 
was observed on the right anterior chest wall. 
Mild erythema and swelling of the soft tissue 
were noted over the pubic region. The skin 
of the shank of the penis was congested, ede- 
matous and thickened. The penis was the size 
of a large cucumber measuring 71% inches 
(17.9 cm.) in circumference and 6 inches 
(15.2 em.) in length; the length of the penis 
from the upper border of the pubis was 8 
inches (20.3 cm.). The skin of the glans ap- 
peared normal. The skin of the scrotum was 
thickened, and its circumference was 10 (25.4 
em.). There was slight scaling of the skin 
on the groin. 

Laboratory reports: Urinalysis: tests re- 
vealed the urine to be clear and amber, with 
a specific gravity of 1.030 and no albumin or 
sugar. A blood count revealed 4,800,000 red 
and 6,300 white cells per cubic millimeter, 
with a differential count of 55 per cent neutro- 
phils, 37 per cent small mononuclear cells, 3 
per cent large mononuclear ceils, 2 per cent 
transitional cells, 2 per cent eosinophils and 1 
per cent basophils. No fungi were observed in 
scales from the groin. Serologic tests gave 
negative results. 

The solution of this problem was suggested 
to the senior author (C. L. S.), by Sir Harold 
Gillies in a personal communication in No- 
vember 1934 and was carried out much as he 
suggested. 

On July 10, 1935, a tube pedicle approxi- 
mately 1 inch (2.5 cm.) in diameter was con- 
structed on the abdomen, extending from the 
left crest of the ilium to about 3 inches (7.5 
cm.) above the umbilicus (Fig. 1). After 
four weeks the upper end of the pedicle was 
detached and implanted at the base of the 
penis and scrotum. There was sloughing of 
a small portion of the end of the pedicle; 
nevertheless, a firm union was established 
(Fig. 2). 

After the operation the swelling of the 
penis and scrotum gradually subsided, and 
the recurrent febrile attacks ceased completely. 
For the next ten years the patient wore an 
athletic supporter. Without this he suffered 
a mild recurrence of the swelling. Several 
months after the operation he was able to in- 
dulge in sexual intercourse and continued able 
to do so until his sixty-eighth year when he 
no longer was able to get an erection. The 
suggestion was repeatedly made that the tube 
could be opened into a flap and interpolated 
into the anterior abdominal wall but the pa- 
tient was well satisfied with his improvement. 
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Fig. 2.—Left, suggestion of one of us (C. L. S.) 
for relief of edema of the arm following radical 
operation on the breast. A_ thoracoabdominal 
tube pedicle has been formed on the chest and 
abdominal wall. Right, pedicle formed on ab- 
domen for relief of edema of the leg due to 
blockage of inguinal glands. A, pedicle trans- 
ferred to arm; B, pedicle transferred to leg. 


He refused further surgical treatment and for 
nineteen years has carried the tube pedicle 
over the groin (Fig. 3). 


COMMENT 


This case is presented because of the 
excellent result and the follow-up of nine- 


teen years. The original diagnosis was 
elephantiasis of the penis and scrotum, 
which could be accounted for by removal 
of the glands in the groin or by gradual 
obliteration of lymph channels owing to 
recurrent erysipeloid attacks. Patency of 
some of the lymphatic channels within the 
penis and scrotum was evinced by the 
mild diminution of swelling during the 
quiescent period between the acute exacer- 
bations. It was decided that, if these pat- 
ent lymphatics could be connected with a 
new set of central channels, the edema 
might be relieved. This was achieved by 
the procedure described. The nineteen- 
year postoperative history of satisfactory 
sexual function demonstrates the perma- 
nence of the result. 

The success obtained here opens to spec- 
ulation the possibility of using this proce- 
dure for the correction of lymphedema 
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elsewhere in the body. In cases of lymph- 
edema of the leg due to obstruction, or to 
infection other than filarial, a tube similar 
to the one described in the case report 
could be attached to the skin of the thigh 
below the level of the subinguinal nodes. 
If this were done prior to the onset of 
fibrosis of the superficial lymphatic chan- 
nels in the extremity, a new pathway for 
the escape of lymph might be established 
(Figs. 4 and 5B). 

In cases of lymphedema of the arm two 
methods suggest themselves and might 
“work” if the procedures were carried out 
before fibrosis of the superficial lymphat- 
ics occurs. 1. A thoracoabdominal tube 
with its upper attachment posterior to the 
axilla could be constructed and the lower 
end interpolated into the skin of the arm 
below the axillary dissection area as shown 
in Figs. 4 and 5A. This tube could later 
be opened and incorporated into the ante- 
rior chest wall if desired. 2. A tube up 
the back, following the curve of the scap- 
ula, could be attached at its upper end and 
transplanted into the arm (Figs. 6 and 7). 
Padgett! reported failure in 1 case in 
which he used a flap. He did not state the 
duration of the lymphedema, and it is 
possible that the fibrotic stage had been 
reached. 
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SUMMARY 


1. Methods described in the surgical 
literature in English for correction of 
elephantiasis of the genital organs are 
reviewed. 

2. The pathogenesis of genital elephan- 
tiasis is described. 

3. A case is presented in which a tube 
pedicle gave excellent functional results 
throughout a nineteen-year postoperative 
period. 

4. The use of such a procedure in cases 
of lymphedema of the extremities is dis- 
cussed. 


ZUSAM MENFASSUNG 


1. Es wird ein Uberblick tiber die in 
englischer Sprache beschriebenen Metho- 
den der Korrektur der Elephantiasis der 
Geschlechtsorgane gegeben. 

2. Die Pathogenese der genitalen Ele- 
phantiasis wird beschrieben. 


3. Es wird iiber einen Fall berichtet, 
in welchem ein Hohlstiel zu ausgezeich- 
neten funktionellen Resultaten wahrend 
eines Zeitraumes von 19 Jahren nach der 
Operation fiihrte. 

4. Die Brauchbarkeit eines solchen Ver- 
fahrens in Fallen von Lymphédem der 
Gliedmassen wird erortert. 


( 
\ 








Fig. 3.—Another suggested tube (C. L. S.) for relief of edema of the arm, 
following the curve of the scapula (sketch at left), with the upper end used 
to drain the arm (sketch at right). 
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RESUMEN 


1. Se revisan los métodos descritos en 
la literatura quirtrgica inglesa para la 
correccién de la elefantiasis de los é6rganos 
genitales. 

2. Se describe la patogénesis de la ele- 
fantiasis genital. 

3. Se comunica un caso en el cual un 
tubo pedicular proporciono resutados fun- 
cionales excelentes a través de un periodo 
postoperatorio de diecinueve anos. 

4. Se discute el uso de dicho procedimi- 
ento en el caso del linfedema de las ex- 
tremidades. 


RESUME 


1. Les méthodes de correction de |’élé- 
phantiasis des organes génitaux décrites 
dans la littérature chirurgicale en anglais 
sont analysées. 

2. La pathogénése de 
génital est décrite. 


l’éléphantiasis 


3. Un cas est présenté, dans lequel un 
pédicule tubulé a donné d’excellents résul- 
tats fonctionnels durant une période post- 
opératoire de 19 ans. 

4. L’utilisation de ce procédé dans les 
cas de lymphadénomes des extrémités est 
discutée. 


SUMARIO 


1. Sao revistos os métodos descritos na 
literatura de lingua inglésa para a correcao 
da elefantiase dos érgaos genitais. 

2. E descrita a patogénese da elefan- 
tiase genital. 

3. E apresentado um caso em que ob- 
teve-se excelente resultado functional, 
durante periodo pés-operatério de dezenove 
anos. 

4. E discutido o uso de tal técnica em 
casos de linfedema das extremidades. 


STRAITH AND ROSI: GENITAL ELEPHANTIASIS 
RIASSUNTO 


1. Vengono passati in rassegna i metodi 
descritti nella letteratura di lingua inglese 
per la cura chirurgica della elefantiasi dei 
genitali. 

2. Viene descritta anche la patogenesi 
dell’affezione. 

3. Viene presentato un caso in cui si 
ottenne un eccellente risultato funzionale 
con un lembo tubulare peduncolato. 

4. Questo metodo puod essere efficace 
qualora lo si impieghi nella cura del lin- 
fedema degli arti. 
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Preparation for Sigmoidoscopy in a 


Cancer Detection Center 


JOSEPH M. GROSS, M.D., A.I.C.S. 
BROOKLYN, NEW YORK 


tial technic in the detection of can- 

cer. It has been estimated that 
approximately 12 per cent of all malig- 
nant tumors occurring in the human 
body originate in the anus, rectum or 
sigmoid colon. Yeomans”? observed that 
80 per cent of all intestinal cancers were 
located in the rectum and rectosigmoid— 
readily accessible via the sigmoidoscope. 


For a satisfactory examination, the 
rectum and sigmoid must be cleansed thor- 
oughly, yet without producing irritation. 
Not only will violent measures give a false 
picture of inflammation, edema and even 
hemorrhage, but also the resultant in- 
creased irritability will throw the terminal 
part of the intestine into a spasm that will 
resist the passage of the sigmoidoscope 
and make satisfactory examination impos- 
sible. 

The routine preparatory administration 
of repeated enemas, which had been found 
satisfactory both in private practice and 
in regular treatment clinics, carried too 
low a percentage of properly prepared sig- 
moids for examination in a cancer detec- 
tion center. 

A patient who is concerned about his 
colon will usually follow instructions me- 
ticulously. However, those coming to a 
detection center as a routine, or because 
of concern over some organ, pay scant 


Rita te E sigmoidoscopy is an essen- 
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attention to instructions for preparation. 
Many wish to avoid the proctoscopic ex- 
amination altogether. Some, having come 
to the clinic directly from their work, 
are unable to take the enemas at all. In 
our clinic, experience has shown that sat- 
isfactory sigmoidoscopic examination un- 
der these circumstances is possible in only 
one-third to one-half of the examinees. 
This conclusion is based on more than 
4,000 sigmoidoscopies performed in this 
clinic by myself. It was necessary, there- 
fore, to look for a more reliable method 
of preparing the patients for examination. 

Marks* had demonstrated that segmen- 
tal catharsis of the lower part of the 
bowel could be accomplished on the ex- 
amination table. This, however, required 
examination and introduction of the proc- 
toscope both before and after the enema, 
and it tied up the examination table for 
too long a period to be practicable in a 
clinic. Marks had poured a mixture of 
sodium phosphate and biphosphate in 
through the sigmoidoscope and then had 
aspirated the bowel content. I had in- 
jected the same solution into the rectum 
by means of a catheter and funnel. This 
worked satisfactorily but again required 
a doctor or nurse to administer. 

However, when plastic disposable 
squeeze bottles with foolproof tips be- 
came available, it was possible to send the 
patient to the lavatory with the squeeze 
bottle, have him administer the enema 
himself without assistance and have him 
ready for sigmoidoscopic examination 
within minutes. In this detection clinic, 
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while most of the examinees were in- 
structed, as previously, to take two ene- 
mas to cleanse their bowels, four each 
clinic day were instructed to come in with- 
out such preparation. Others instructed 
could not or would not take the enemas. 
These, without any prior preparation, 
were given the plastic bottles to insert. 
In some instances we did it for them. 
Either way, the contents of the bottle, 
consisting of 21.6 Gm. of sodium biphos- 
phate and 8.1 Gm. of sodium phosphate in 
4¥%4 ounces (142 Gm.) of water, were 
squeezed into the rectum. The patient 
then went to the lavatory. 


Of the 66 who were thus treated, 1 
evacuated abruptly in the lavatory. The 
other 65 reported normal satisfying move- 
ments without difficulty. Some held back 
for twenty minutes but said they would 
have been able to evacuate within five 
minutes. All were questioned carefully as 
to burning, cramps or other discomfort 
with the evacuation. Considering the 
speed of action of this solution and the 
tension these examinees were under dur- 
ing a cancer detection examination, it is 
remarkable that only 2 admitted to cramps 
and only 3 had a burning sensation for a 
few seconds. 


Sigmoidoscopic examination done thirty 
minutes or more after the enema revealed 
considerable clear mucus. If the examina- 
tion was done sooner, little or no mucus 
was encountered. The striking feature of 
a sigmoidoscopic procedure after such 
preparation is the ease of examination. 
Relaxation is so marked that in each case 
one is reminded of megacolon. Marino‘ 
has long taught that saturated solutions 
of magnesium sulfate or sodium phosphate 
will relax spasm in sigmoidoscopic work. 
The sigmoidoscope seems to fall in with- 
out effort and without discomfort to the 
patient. 


As an aid in evaluating the effectiveness 
of this mode of preparing the bowel, I com- 
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pared the 66 otherwise unselected patients 
so prepared with a concurrent group of 
175 who were instructed to take an enema 
the night before and a second one two 
hours before the examination. Arbitrar- 
ily, I decided to group the examinations 
according to the following criteria: satis- 
factory sigmoidoscopy, 8 inches or better; 
fair visualization, 6 to 7 inches (15.2 to 
17.7 cm.). Anything short of 6 inches I 
consider unsatisfactory. 





TABLE 1.—Patients Prepared with Sodium 
Phosphate and Biphosphate 


Sigmoido- 
scope 
passed to 


24 male 
patients ..... 0 3 21 


42 female 
patients y 8 32 


5 Inches 


6-7 Inches & or More Inches 


2(3%)  11(17%) 53 (80%) 


Examination was unsatisfactory in only 
3 per cent. 


TABLE 2.—Controls Instructed to Take 
Regular Enemas at Home 
5 Inches 6-7 Inches _ 8 or More Inches 
50 male 
controls 17 15 
125 female 
controls ........ 43 35 47 


61 (34.8%) 52 (29.7%) 62 (35.4%) 





Of those who prepared themselves for 
sigmoidoscopic examination 34.8 per cent 
were not properly cleansed. 

One might normally expect a 95 per cent 
incidence of satisfactory sigmoidoscopic 
procedures. These. figures, though low, 
are significant. All of these examinations 
were performed by myself, the patients in 
the study group being interspersed among 
the controls. Averaging 25 sigmoidoscopic 
examinations per two-hour clinic session, 
I had no opportunity to establish rapport 
with each examinee, nor could I take the 
time to do any appreciable cleansing 
through the proctoscope. 
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In 28 cases of fecal impaction, in some 
of which it followed recent hemorrhoidec- 
tomy, the phosphate mixture produced 
prompt evacuation within minutes. 


The action of sodium phosphate and 
biphosphate on the rectum was compared 
with that of magnesium sulfate. The lat- 
ter, too, was found to be an effective and 
forceful evacuant when 4% ounces of 
saturated solution was used. Some burn- 
ing, however, was encountered. When the 
magnesium sulfate was reduced to 75 per 
cent of saturation, the burning was elimi- 
nated but the average evacuation time was 
increased to twenty minutes. 

Using the same solutions in the same 
amounts for all, I was unable to correlate 
the time interval between administration 
and evacuation with the body weight. Pa- 
tients were able to withhold evacuation 
for variable lengths of time. 

Whereas requests for hospital procto- 
logic consultations had formerly had to 
wait until the next day to permit the nec- 
essary preparatory enemas—and these 
were frequently inadequate — the use of 
a disposable squeeze bottle of sodium 
phosphate and biphosphate has made sig- 
moidoscopic study of any patient possible 
within minutes. 

In my private work, I have found it 
advantageous to have a patient come in 
unprepared. Thus I could see what the 
rectum looks like before being washed. 
Particularly in cases of rectal bleeding is 
it advantageous to examine the patient by 
proctoscope before the blood has_ been 
washed away by enemas. Then, if need 
be, evacuation can be produced promptly. 


SUMMARY 


The rectum and sigmoid colon can be 
rapidly cleansed and relaxed for sigmoido- 
scopic study in a cancer detection center 
by rectal instillation of a solution of so- 
dium phosphate and biphosphate. The 
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prompt action of such a solution is a de- 
cided advantage when rapid evacuation 
without spasm is desired, as in cases of 
fecal impaction or bedside consultation. 


SUMARIO 


O colon sigmdide pode ser rapidamente 
limpo e posto em relaxamento, afim de 
serem feitos estudos sigmoidoscopicos, pela 
instilagao retal de uma solugao de fosfato 
e bifosfato de sddio. A rapida acao de 
tal solucao apresenta vantagem decisiva, 
quando se deseja evacuacao rapida sem 
espasmo, como acontece em casos de con- 
crecdes fecais ou consultas em doentes aca- 
mados. 


RIASSUNTO 


In caso di tumore il sigma puo essere 
rapidamente pulito e disteso per l’esame 
sigmoidoscopico mediante instillazione ret- 
tale di una soluzione di fosfato e bifosfato 
di sodio. 

La pronta azione di tale soluzione é un 
reale vantaggio qualora occorra una rapi- 
da evacuazione, senza spasmo secondario, 
come nei casi di stasi fecale o di esame 
al letto del malato. 


RESUMEN 


El colon sigmoide puede ser rapidamen- 
te limpiado y puesto en reposo para estudio 
sigmoidoscépico en un centro para el des- 
cubrimiento del cancer por la instilacién 
rectal de una solucion de fosfato y difos- 
fato de sodio. La accién rapida le dicha 
solucién es una ventaja cuando se desea 
una evacuaci6n rapida sin espasmo, como 
en los casos de impacto fecal o consulta 
del enfermo en su cama. 


ZUSAM MENFASSUNG 


In Institutionen zur Entdeckung von 
Krebserkrankungen hat sich die rektale 
Einspritzung einer Lésung von Natrium- 
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phosphat und Natriumbiphosphat zur ra- 
schen Saéuberung und Entspannung des 
Sigmoids zum Zwecke der Sigmoideoskopie 
als brauchbar erwiesen. Ein entscheiden- 
der Vorzug liegt in der schnellen Wirkung 
einer solchen Lésung, wenn eine unver- 
ziigliche Saéuberung ohne das Auftreten 
von Kraimpfen erwiinscht ist, wie z. B. in 
Fallen von Kotstauung oder bei Unter- 
suchungen im Krankenbett. 


RESUME 


Le sigmoide peut otre rapidement pré- 
paré pour la rectoscopie par un lavement 
rectal au moyen d’une solution de phos- 
phate et de biphosphate de sodium. Cette 


GROSS: SIGMOIDOSCOPY 


solution est des plus utiles lorsqu’on désire 
une évacuation rapide sans spasme (0c- 
clusion intestinale ou consultation au lit 
du malade). 


Author’s Note: I am indebted to Miss Lillian 
Goodman, R.N., Supervisor of the Clinic, for her 
co-operation. 
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Among all the ugly mugs of the world we see now and then a face made 
after the divine pattern. Then, a wonderful thing happens to us; the Blue 
Bird sings, the golden Splendor shines, and for a queer moment everything 
seems meaningless save our impulse to follow those fair forms, to follow 
them to the clear Paradises they promise. 

Plato assures us that these moments are not (as we are apt to think them) 
mere blurs and delusions of the senses, but divine revelations; that in a 
lovely face we see imaged, as in a mirror, the Absolute Beauty ;—it is 
Reality, flashing on us in the cave where we dwell amid shadows and dark- 
ness. Therefore we should follow these fair forms, and their shining foot- 
steps will lead us upward to the highest heaven of Wisdom. The Poets, 
too, keep chanting this great doctrine of Beauty in grave neotes to their 
golden strings. Its music floats up through the skies so sweet, so strange, 
that the very Angels seem to lean from their stars to listen. 

But, O Plato, O Shelley, O Angels of Heaven, what scrapes you do 
get us into! 


—Russell 





Effect of Levallorphan Tartrate on Respiratory 
Depression During Nitrous Oxide-Oxygen 
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ment of anesthesia is the introduc- 

tion of intravenous agents. One of 
these, thiopentothal sodium, soon gained 
the acclaim of surgeons for a variety of op- 
erative procedures. The search for better 
compounds, however, led to the intra- 
venous use of demerol,® morphine, the 
racemic form of dromoran® hydrobromide, 
etc., and, more recently, the levorotatory 
form of dromoran® tartrate (generic name 
levorphan tartrate). 

These agents, if introduced in amounts 
sufficient to produce adequate supplemen- 
tation to nitrous oxide-oxygen anesthesia 
caused marked respiratory depression and 
not infrequently apnea. Obviously, this is 
a severe drawback. The adequate and safe 
administration of any of these supplemen- 
tary agents, accordingly, depends on an 
effective method of treatment of the en- 
suing respiratory depression. 

N-allylnormorphine (Nalline®) was in- 
troduced some time ago for treatment of 
respiratory depression in cases of mor- 
phine and demerol poisoning. This an- 
tagonist was reported to be effective 


A N important milestone in the develop- 


From the Department of Anesthesia (Chairman Morris L. 
Miller, M.D.), Queens General Hospital, Jamaica, N ‘ 
Levallorphan is the generic name of levo-3-hydroxy-N- 
allymorphinan. Levallorphan tartrate was formerly known 
by its experimental number designation, Ro 1-7700. 
Assistant Visiting Anesthesiologist. 
Resident in Anesthesia. 
Submitted for publication June 15, 1954. 


against respiratory depression caused by 
methadone,® codeine, dilaudid,® panto- 
pon® and dl-dromoran hydrobromide. Nal- 
line, while it corrects the respiratory 
depression, frequently causes hyperventi- 
lation and produces “lightening” of the 
anesthesia, presumably by lessening the 
analgesic effect of the aforementioned 
opiates.! 

Recently another opiate antagonist be- 
came available for experimentation. The 
chemical name of this drug is levo-3-hy- 
droxy-N-allylmorphinan tartrate. ‘It will 
be referred to hereafter by its generic des- 
ignation as levallorphan tartrate. Its 
base, levallorphan, is related to levorphan 
(levo-3-hydroxy-N-methylmorphinan), as 
N-allylnormorphine is related to morphine. 

Levallorphan tartrate was investigated 
in animal experiments as an antagonist to 
morphine and levorphan tartrate by From- 
herz and Pellmont,? and to the latter drug 
and its racemic form by Benson and his 
associates. 

Trials with levallorphan tartrate in man 
were recently reported by Hamilton and 
Cullen.? These workers observed in the 19 
anesthetized patients studied that levallor- 
phan tartrate, administered by intravenous 
injection, was an effective antagonist to 
the respiratory depression produced by 
deliberate overdoses of levorphan tartrate, 
morphine or meperidine. Six of the 8 sub- 
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TABLE 1.—Types of Operation 





Operation No. of Patients 





Hip nailing 
Thompson hip arthroplasty 
Transurethral resection 
Bilateral cutaneous ureterotomy.................... 
Suprapubic cystotomy 
Excision of neuroma of thigh stump 
Closed reduction of ankle 
Cholecystectomy and common duct explo- 
ration; removal of ovarian cyst 
Cholecystojejunostomy and common 
duct exploration 





TABLE 2.—Physical Abnormalities Other Than 
Those Requiring Surgical Intervention 


No. of Cases 





Physical Abnormality 





Arteriosclerotic heart disease 

Senile emphysema 

Auricular fibrillation 

Mental disturbance, confusion or 
disorientation 

Alcoholism 

Nephrosclerosis (moderate) 

Coronary heart disease 

Epilepsy 

Hyperthyroidism 

Hypertension 

Neurosyphilis 

Ventricular extrasystoles 

Cerebrovascular accident 





Some of the patients had more than one of the 
disturbances listed. 





jects in whom levorphan tartrate was used 
as a supplement to nitrous oxide anesthesia 
were given the opiate first, followed by 
levallorphan tartrate after respiratory de- 
pression had occurred, and in 2 the an- 
tagonist preceded the opiate, to prevent 
respiratory embarrassment. 

We decided to extend the trials reported 
by Hamilton and Cullen and to use levor- 
phan tartrate as a supplement to nitrous 
oxide-oxygen anesthesia in all cases. 
Levallorphan tartrate was to be employed 
to counteract opiate-induced respiratory 
embarrassment. 

Case Material, Procedure and Results. 
—Twenty-three patients, 8 men and 15 
women, were included in the study. Their 
ages ranged from 51 to 91 years, with an 
average age of 75 years. Table 1 lists the 
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operations performed, and Table 2 the 
more important observations on physical 
examination, other than those requiring 
surgical intervention. 

One hour before the operation each pa- 
tient was given a dose of atropine rang- 
ing from 0.325 to 0.65 mg. (1/200 to 1/100 
gr.). The control respiratory rate of these 
subjects on arrival in the operating suite 
ranged from 14 to 24 (average 18.8). 
These measurements, as well as all other 
data pertaining to medication and patho- 
logic data, are listed in Table 3. As can 
be seen from that table, each patient was 
given, as additional premedication, 1 to 3 
mg. of levorphan tartrate intravenously 
(average 2.2 mg.). This was given not 
later than fifteen minutes prior to induc- 
tion of anesthesia. The respiratory rate 
after premedication ranged from 14 to 22 
(average 17.6). 

Anesthesia was initiated with a dose of 
levorphan tartrate (given by intravenous 
drip*) which, in general, approximated 
that used as premedication, and nitrous 
oxide-oxygen anesthesia was instituted.** 
The anesthesia was maintained with the 
gas mixture, supplemented by additional 
amounts of levorphan tartrate as needed. 
Levorphan tartrate was administered 
either by continuous intravenous infusion 
or by intermittent doses. After a dose of 
levorphan tartrate ranging from 0.5 to 9 
mg. (average 3.8 mg.) had thus been given 
within five to seventy minutes (average 21 
minutes)—including the premedication, 
this corresponded to a dose of levorphan 
tartrate ranging from 1.5 to 12 mg., but 


*Ten mg. of levorphan tartrate to each 200 cc. of saline 
solution. 

**Initially, the two gases were mixed at a ratio of 4 liters 
of nitrous oxide to 1 to 1.5 liter of oxygen, depending on the 
general condition and weight of the patient. The bag was 
allowed to fill up three times. Thus most of the nitrogen is 
removed from the patient and the anesthesia equipment, and 
the patient is saturated with a gas mixture containing 70 
to 75 per cent of nitrous oxide. The ratio of nitrous oxide: 
oxygen for the maintenance of anesthesia was determined 
by the flow necessary to keep the bag filled. For instance, 
in the case of a 1,000 cc. flow the ratio was 500:500, repre- 
senting approximately 70 per cent nitrous oxide and 30 per 
cent oxygen apart from the amount of oxygen required for 
the minimal metabolic needs (300 cc.).5 
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usually exceeding 4 mg. (average 6 mg.) 
—the respiratory rate was considerably 
lower than the control value for all pa- 
tients but 1 (Case 23).* It ranged from 
apnea to 17 (average 8.2). 

Levallorphan tartrate, therefore, was in- 
jected into the tubing through which the 
opiate entered the circulation, or, in cases 
in which the opiate was given by intermit- 
tent injections, into the tubing through 
which dextrose or saline solution was ad- 
ministered. The dose of levallorphan tar- 
trate ranged from 0.2 to 1.5 mg., but it 
was usually 0.5 mg. or more (average 0.57 
mg.) Within one-quarter minute to three 
minutes (average 67 seconds) after ad- 
ministration of the antagonist, the re- 
spiratory rate rose to a range of from 12 
to 22 (average 16.8), and levorphan tar- 
trate was continued according to needs. 


The additional dose of levorphan tar- 
trate thus administered to 17 patients (6 
patients did not require additional opiate 


supplementation) ranged from 1 to 8 mg. 
(average 2.8 mg.), and this was given 
over a period ranging from ten minutes 
to an hour and a half (average forty-seven 
minutes). The continuation of levorphan 
tartrate again, in the majority of in- 
stances, elicited some decrease in respira- 
tory rate. In the 17 patients who were 
given additional supplementation it now 
ranged from 5 to 22 (average 12.9). A 
second dose of levallorphan tartrate, which 
ranged from 0.2 to 1.5 mg. (average 0.54 
mg.) was given to 13 subjects whose res- 
piration was thought to need support and 
to 1 patient (Case 8) whose respiratory 
rate was unimpaired, but who was in a 
very poor condition otherwise. Within an 
average of sixty-seven seconds after ad- 
ministration of the second dose of the an- 
tagonist, the respiratory rate again rose 
to a range of 18 to 20 (average 16.3). 
The duration of anesthesia in the 23 


*In this latter instance, the control respiratory rate was 
only 14 and this after a total of 4 mg. of levorphan tartrate 
dropped to 12, 
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patients ranged from fifteen minutes to 
two hours and fifty-five minutes (average 
one hour and thirty-six minutes), and the 
respiratory rate when the patients left the 
operating room ranged from 14 to 22 
(average 18.3). 

Blood pressure and pulse rate were re- 
corded throughout anesthesia for all pa- 
tients. Table 4 lists both the lowest and 
the highest readings of systolic and dias- 
tolic pressure, as well as the lowest and 
the highest pulse rate observed in each 
case. 

Other observations during anesthesia 
may be summarized as follows: 


The regimen employed was well toler- 
ated. Nausea and vomiting were not en- 
countered. One patient, however, became 
restless during the induction, and in this 
instance thiopenthal sodium was used in 
supplementation for five minutes. The pa- 
tient became relaxed, and levorphan tar- 
trate was successfully reinstituted. The 
abolition of respiratory depression with 
levallorphan tartrate was not accompanied 
by a decrease in depth of anesthesia. 
There was no change in body temperature. 
All patients slept a dreamless sleep from 
which, with a few exceptions, they could 
be aroused at any time during the opera- 
tion. Questions were answered coherently 
and rationally, but there was no response 
to pain stimuli. When left alone, the pa- 
tients went back to sleep. The pharyngeal 
reflex was abolished soon after initiation 
of anesthesia, and no difficulties were en- 
countered in securing a patent airway. 
The laryngeal reflex was maintained in 
all cases during the entire course of an- 
esthesia. Endotracheal intubation was at- 
tempted in 3 instances. In 1 it was easily 
accomplished without further medication, 
in spite of a slight spasm. In the 2 other 
cases a 2 per cent pontocaine spray made 
introduction of the endotracheal tube pos- 
sible. 

The pupils were constricted and oscilla- 
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tion of the eyeballs was present in most 
cases. Three patients showed flushing of 
the face and perspired freely, mainly in 
the face. Some patients exhibited muscu- 
lar rigidity, but this was overcome by the 
administration of levallorphan tartrate. 
In the 2 cases of cholecystectomy (Cases 
13 and 15) included in this series, levor- 
phan tartrate and the antagonist provided 
sufficient relaxation for the exploratory 
and definitive operation. Succinylcholine 
chloride was used only for the opening and 
closure of the abdomen. There was no 
need for a muscle relaxant in the case of 
bilateral cutaneous ureterotomy (Case 
16). 

As soon as the mask was removed, all 
patients were awake and were able to 
answer questions. They were returned to 
their wards without any complaint of pain. 

The postoperative follow-up of this se- 
ries by the Department of Anesthesia ex- 
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tended over seventy-two hours. During 
this period the following observations were 
made: 

Upon returning to their wards, all pa- 
tients continued a dreamless sleep for six 
to twelve hours. As during operation, the 
patients could be easily aroused from their 
postoperative sleep. There was no need 
for analgesic medication for twelve to 
twenty-four hours. Frequent determina- 
tions of blood pressure did not reveal sig- 
nificant changes, except in 1 patient: a 
59-year-old woman (Case 16) soon after 
the induction of anesthesia, showed a 
severe drop in blood pressure. This, how- 
ever, adjusted itself spontaneously, with- 
out intervention, within ten minutes. The 
drop in blood pressure recurred eight 
hours after termination of the surgical 
procedure. At this time the respiratory 
rate was 24, as against 16 prior to induc- 
tion of anesthesia and 20 when the patient 


TABLE 4.—Range of Blood Pressure and Pulse Rates 





Systolic Pressure 


Diastolic Pressure 


Pulse Rate 





Lowest Highest 


Lowest 


Lowest 


Highest 


Highest 





170 
146 
166 
170 
180 
180 
180 
158 
142 
140 
162 
180 
184 


92 
116 





*Marked arrythmia due to auricular fibrillation, pulse rate changing continuously 
**Drop in blood pressure due to blood loss (approximately 1000 cc.) 
TtDrop in blood pressure of short duration immediately after the delivery of a huge ovarian cyst 
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TABLE 5.—Average Doses of Levorphan Tartrate and Levallorphan Tartrate and Average Respiratory 
Rates, Prior to Anesthesia and After Drug Administration, Recorded for 13 Surgical Patients Given 
Two Doses of the Antagonist 





Initial 
Levorphan Levorphan 
Tartrate Tartrate Resulting 
Respira- Premed- Supple- Respira- 
tory ication, mentation, tory 
Rate Mg. Mg. Rate 


Levall- 
orphan 
Tartrate, 
Mg. 


Initial 
Respira- 
tory 
Rate 


Additional 

Levorphan 

Resulting Tartrate Resulting 

Supple- 

mentation, 
9. 


Total 
Total Levall- 
Levorphan orphan 
Tartrate, Tartrate, 
Mg. Mg. 


Additional 
Levall- Resulting 
orphan Respira- 
Tartrate, tory 
Mg. Rate 


Respira- 
tory 
Rate 





7.4 15.4 


11 16 


9.05 





left the operating room. Levophed, admin- 
istered by intravenous drip, raised the 
blood pressure temporarily. After some 
improvement, the patient died with signs 
of shock, fifteen hours after completion 
of the operation. At autopsy, pulmonary 
embolism, originating from a thrombus in 
one of the leg veins, was determined to 
have been the cause of death. 

Pulse rates of all patients remained es- 
sentially unchanged. As for respiration 
during the follow-up period, a decrease 
of the respiratory rate was observed in 5 
instances, but only in 1 (Case 13) was it 
necessary to take supportive measures. The 
patient was an 83-year-old woman whose 
postoperative respiratory rate was 18. 
Two hours after termination of anesthesia 
this dropped to 11. For the sake of safety, 
0.5 mg. of levallorphan tartrate, one-fif- 
teenth the total dose of levorphan tar- 
trate used during anesthesia, was admin- 
istered intravenously. This, within half a 
minute, raised the respiratory rate to 18. 
In the other 4 instances the respiratory 
rates recorded on leaving the operating 
room dropped insignificantly for a short 
period, as follows: Cases 9 and 19, from 
16 to 14; Case 11, from 18 to 14, and Case 
17, from 22 to 18. 

There was no indication of circulatory 
impairment that could have been attrib- 
uted to the regimen employed. Similarly, 
there was no sign of an adverse effect upon 
renal or hepatic function in any of the 


patients. It is worthy of note that levor- 
phan tartrate had no prolonged effect in 
the 2 patients with severe jaundice (Cases 
13 and 15). 


COMMENT 


In the 23 patients studied, an average 
of 2.2 mg. of levorphan tartrate admin- 
istered intravenously as premedication de- 
creased the average control respiratory 
rate of 18.8 only insignificantly, to 17.6. 
After anesthesia was instituted, however, 
and after an additional average dose of 
3.8 mg. of the opiate was given, i.e., after 
a total average dose of 6 mg., the respira- 
tory rate fell to an average of 8.2—a drop 
of approximately 56 per cent. 

An average dose of 0.57 mg. of levallor- 
phan tartrate, or approximately 10 per 
cent of the average opiate dose given up 
to that time, increased the respiratory 
rate to an average of 16.8, a rate only 
slightly lower than the average respira- 
tory rate after premedication (17.6). 

The average additional dose of levor- 
phan tartrate given to the 17 patients 
who required further supplementation was 
2.8 mg., and this decreased the average 
respiratory rate from 16.3 to 12.9—a drop 
of approximately 21 per cent. The fact 
that this drop was much smaller than that 
preceding the administration of levallor- 
phan tartrate suggests that the antagonist 
had also a protective effect against respira- 
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tory depression caused by further admin- 
istration of levorphan tartrate. 


The second dose of levallorphan tartrate 
administered to the 13 patients who needed 
further support of respiration again raised 
their respiratory rate to the average value 
after the first dose of the antagonist, i.e., 
before they had received further opiate 
supplementation. 

The average respiratory rate of all 23 
patients at the time they left the operat- 
ing room (18.3) was practically identical 
with the average control rate before in- 
stitution of anesthesia (18.8). The aver- 
age total dose of levorphan tartrate given 
to these 23 patients was 8.1 mg., and the 
average total dose of the antagonist was 
0.9 mg. 

It is particularly interesting to review 
the data pertaining to the 13 patients who 
after the first dose of levallorphan tartrate 
required further supplementation with 
levorphan tartrate and again support of 
respiration with levallorphan tartrate 
(those in Cases 2, 3, 4, 5, 9, 10, 11, 12, 13, 
15, 19, 20 and 23). For these, the average 
control respiratory rate was 18.1. An 
average total dose of levorphan tartrate 
dose (premedication plus initial supple- 
mentation) of 6.03 mg. decreased the aver- 
age respiratory rate to 7.4—a drop of 59 
per cent. An average dose of levallorphan 
tartrate amounting to 0.58 or 9.6 per cent 
of the levorphan tartrate dose given up 
to that time raised the average respiratory 
rate to 15.4—a satisfactory level. An ad- 
ditional average dose of 3.02 mg. of levor- 
phan tartrate reduced the respiratory rate 
to an average of 11, and a second dose of 
the antagonist, averaging 0.55 mg., in- 
creased the respiratory rate to an average 
of 16. Thus the respiratory depression 
produced by an average total dose of levor- 
phan tartrate, 9.05 mg., was satisfactorily 
counteracted by an average total dose of 
levallorphan tartrate of 1.13 mg., a ratio 
of 8:1. These data are summarized in 
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Table 5. 

Since during the postoperative period of 
observation the respiratory rate dropped 
significantly in only 1 patient, it must be 
assumed that levallorphan tartrate has a 
rather prolonged effect. It appears that 
levorphan tartrate-induced respiratory de- 
pression, whenever it occurs during ni- 
trous oxide-oxygen anesthesia, can be 
effectively counteracted by a dose of leval- 
lorphan tartrate one-tenth to one-eighth 
that of the levorphan tartrate used. This 
ratio is of the same order of magnitude 
as that employed by Hamilton and Cullen‘ 
for the 3 patients of their series who were 
given the smallest amount of the antago- 
nist in relation to the dose of levorphan 
tartrate used. In this connection it should 
be noted that Cullen and Santos,® at the 
recent Meetings of the Central Surgical 
Association in Detroit, reported observa- 
tions on unanesthetized patients with 
chronic pain who were given levorphan 
tartrate and levallorphan tartrate in a 
ratio of 10:1 or 8:1, with a satisfactory 
analgesic effect and no depression of res- 
piration. 

Therefore, one may conclude that at 
this dose ratio levallorphan tartrate selec- 
tively antagonizes the depressing effect of 
levorphan tartrate upon respiration, with- 
out abolishing its analgesic action, both 
in anesthetized and in unanesthetized pa- 
tients. As for the effect of the regimen 
on circulation, it can be seen from the 
figures given in Table 4 that changes in 
blood pressure and pulse rate are, if any- 
thing, less marked than the changes ob- 
served with nitrous oxide-oxygen anesthe- 
sia supplemented by cyclopropane, ether 
or thiopenthal sodium. 

It will be noted that the combination of 
levorphan tartrate and levallorphan tar- 
trate provided adequate supplementation 
to nitrous oxide-oxygen anesthesia also 
for major abdominal operations, without 
the disadvantage of respiratory depres- 
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sion. The fact that occasional muscular 
rigidity was overcome by levallorphan tar- 
trate is in agreement with similar data 
reported by Hamilton‘ and Cullen.® It al- 
most seems as though the spasmogenic 
action of the opiates is another untoward 
effect that can be counteracted by levallor- 
phan tartrate. This aspect, however, will 
have to be investigated further. 


SUMMARY AND CONCLUSIONS 


Twenty-three surgical patients were 
given atropine and an average dose of 
2.2 mg. of levo Dromoran tartrate (levor- 
phan tartrate) in premedication. This had 
practically no effect on the respiratory 
rate. Nitrous oxide-oxygen anesthesia, 
supplemented by intravenous administra- 
tion of levorphan tartrate, was instituted. 
After these patients had been given an 
average of 6 mg. (this figure includes 


premedication and supplementation) of 


the opiate, their average respiratory rate 
was reduced to 44 per cent of the average 
control rate. An average dose (0.57 mg.) 
of the opiate antagonist, levallorphan tar- 
trate, raised the respiratory rate to a level 
only slightly lower than the average re- 
spiratory rate following the premedica- 
tion. Seventeen patients required further 
supplementation and were given an addi- 
tional average dose of 2.8 mg. of levorphan 
tartrate. The ensuing decrease in the re- 
spiratory rate was less marked than the 
drop previously observed. When a second 
dose of the antagonist was given to those 
patients who required further support of 
respiration, this was again attended by an 
increase of the respiratory rate. 

The average respiratory rate at the 
time the 23 patients left the operating 
room was, for all practical purposes, iden- 
tical with the control value. The average 
total dose of levorphan tartrate per pa- 
tient was 8.1 mg. and the average total 
dose of the antagonist 0.9 mg. At this 
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ratio of approximately 10:1 levallorphan 
tartrate did not decrease the depth of an- 
esthesia. The combination of opiate and 
antagonist was well tolerated. 

It is concluded that levo-3-hydroxy-N- 
allylmorphinan tartrate (levallorphan tar- 
trate) effectively counteracts respiratory 
depression induced by levorphan tartrate. 
At a 10:1 ratio, the antagonist does not 
reduce the depth of nitrous oxide-oxygen 
anesthesia supplemented with levorphan 
tartrate. The observations suggest that 
the antagonist exerts some protective ac- 
tion against the respiration-depression ef- 
fect of subsequent doses of levorphan tar- 
trate. It is suspected that levallorphan 
tartrate counteracts the spasmogenic effect 
of the opiate. The combination of levallor- 
phan tartrate and levorphan tartrate is 
well suited to supplement nitrous oxide- 
oxygen anesthesia. 


RESUMEN 


Se administr6 como premedicaci6én a 
veintitrés pacientes quirurgicos atropina 
y una dosis media de 2.2 mgr. de tartrato 
de levo Dromoran (tartrato de levorfan). 
No se observ6 ningtin efecto sobre la fre- 
cuencia respiratoria. Se administr6 anes- 
tesia con Oxido nitroso-oxigeno, a la que 
se agrego la administracién intraveso de 
tartrato de levorfan. Después de haberse 
administrado a estos pacientes un promedio 
de 6 mgr. del opidceo (esta cifra incluye 
premedicaci6n y dosis suplementaria), se 
redujo el promedio de su frecuencia re- 
spiratoria al 44 por ciento del promedio 
de frecuencia observado. Una dosis media 
(0.387 mgr.) del opiaceo antagonista, tar- 
trato de levorfan, aumenté la frecuencia 
respiratoria a un nivel solo ligeramente 
inferior al del indice de frecuencia respira- 
toria postpremedicacién. Diecisiete pacien- 
tes requirieron mas dosis suplementaria y 
les fué administrada una dosis adicional 
promedio de 2.8 mgr. de tartrato de levor- 
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fan. El descenso subsiguiente en la fre- 
cuencia respiratoria fué menos marcado 
que la caida observada previamente. Cuan- 
do hubo necesidad de dar una segunda 
dosis de la antagonista para reforzar la 
respiraciOn, se produjo de nuevo aumento 
en la frecuencia respiratoria. 

La frecuencia respiratoria en los vein- 
titrés pacientes al dejar la sala de opera- 
ciones fué practicamente idéntica a la de 
los testigos. La dosis promedio de tartrato 
de levorfan por paciente fué de 8.1 mgr. 
y la dosis promedio del antagonista de 
0.9 mgr. En esta relacién 10.1, el antago- 
nista no reduce la profundidad de la an- 
estesia con 6xido nitroso-oxigeno suple- 
mentada con tartrato de levorfan. Las 
observaciones sugieren que el antagonista 
ejerce alguna accién protectora en contra 
del efecto depresor de la respiracién de 
dosis subsiguientes de tartrato de levorfan. 
Se sospecha que el tartrato de levorfan 
contrarresta el efecto espasmddico del 


opiaceo. La combinacién de tartrato de 
levorfan y tartrato de levalorfan es bien 
seguida a la anestesia suplementaria con 
6xido nitroso-oxigeno. 


RIASSUNTO 


Ventitré pazienti, che dovevano subire 
interventi chirurgici, furono premedicati 
con atropina e con 2,2 mg. (in media) di 
levo Dromoran tartrato (levorphan tar- 
trato). Non si osservarono effetti sulla 
respirazione. Fu poi praticata l’anestesia 
con protossido d’azoto e ossigeno, som- 
ministrando in pit levorphan tartrato per 
via endovenosa. Quando la dose dell’op- 
piaceo ebbe raggiunto (fra premedicazione 
e anestesia) i 6 mg. in tutto, la frequenza 
respiratoria dei pazienti si ridusse al 44% 
di quella di un gruppo di controllo. La 
somministrazione di una dose media di 0,57 
mg. di un oppiaceo antagonista (levallor- 
phan tartrato fece risalire la frequenza 
respiratoria a un livello appena pili basso 
di quello esistente subito dopo la premedi- 
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cazione. A diciassette pazienti si dovet- 
tero somministrare altri 2,8 mg. di levor- 
phan tartrato, e allora si osservd che la 
diminuzione della frequenza respiratoria 
fu meno marcata di quella osservata con 
la dose primitiva. Somministrando poi 
una seconda dose di antagonista a quei 
pazienti che avevano bisogno di sostenere 
pit validamente la respirazione, si osservd 
un ulteriore aumento della frequenza re- 
spiratoria. Al momento di lasciare la sala 
operatoria, la frequenza respiratoria media 
dei 23 pazienti era, praticamente, eguale a 
quella del gruppo di controllo. La dose 
totale di levorphan tartrato fu, per ogni 
paziente, di 8,1 mg.; quella dell’antago- 
nista, di 0,9 mg. In tale proporzione, ap- 
prossimativamente, di 10:1, il levallorphan 
non diminui la profondita dell’anestestia. 
La combinazione dell’oppiaceo e dell’antag- 
onista fu ben tollerata. Si pud concludere 
che il levallorphan tartrato effettivamente 
combatte la depressione respiratoria cau- 
sata dal levorphan tartrato. Nella propor- 
zione di 10:1, l’antagonista non riduce la 
profondita dell’anestesia ottenuta con pro- 
tossido d’azoto e ossigeno e rafforzata con 
levorphan tartrato. Le osservazioni fatte 
dimostrano che |’antagonista esercita un’a- 
zione protettiva controla depressione re- 
spiratoria prodotta daulteriore somminis- 
trazione di levorphan tartrato. Si pud 
pensare che il levallorphan tartrato neu- 
tralizza gli effetti spastici indotti dall’op- 
piaceo. La combinazione di evallorphan 
tartrato e di levorphan tartrato ben si 
adatta come supplettivo della anestestia 
con protossido d’azoto e ossigeno. 


RESUME 


Pré-opératoirement on administra a 23 
malades de |’atropine et une dose moyenne 
de 2,2 mg. de tartrate de levorphan (levo 
Dromoran tartrate). Il n’y eut pratique- 
ment aucun effet sur la fréquence respira- 
toire. On institua l’anesthésie au protoxy- 
de d’azote avec oxygéne, complétée par 
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l’administration intraveineuse de tartrate 
de levorphan. Aprés avoir recu 6 mg. (en 
tout, pré- et per-opératoirement) de cet 
opiacé, la fréquence respiratoire a été 
réduite a 44 p. 100 de la fréquence normale. 
Une dose moyenne (0,57 mg.) de l’opiacé 
antagoniste, le tartrate de levallorphan, a 
augmenté la fréquence respiratoire 4 un 
niveau légérement inférieur 4 la moyenne 
respiratoire constatée aprés |’administra- 
tion pré-opératoire. Chez 17 malades on a 
dai administrer une dose moyenne supplé- 
mentaire de 2,8 mg. de tartrate de levor- 
phan. La diminution de la fréquence re- 
spiratoire fut plus faible que celle observée 
auparavant. Quand une seconde dose de 
lopiacé antagoniste fut donnée aux mal- 
ades nécessitant une aide respiratoire, on 
constata une augmentation de la fréquence 
respiratoire. 

La fréquence respiratoire moyenne des 
23 malades, au moment de quitter la salle 
d’opération, était identique 4 la valeur de 
contréle. La dose moyenne totale de tar- 
trate de levorphan par malade a été de 8,1 
mg.; celle de l’opiacé antagoniste, de 0,9 
mg. A cette dose d’environ 10,1 mg., le 
tartrate de levallorphan n’a pas nui a la 
profondeur de |’anesthésie. La combinaison 
de l’opiacé et de son antagoniste a été bien 
tolérée. 

En conclusion, le tartrate de levallor- 
phan (levo-3-hydroxy-N-allylmorphinan 
tartrate) contrebalance effectivement la 
dépression respiratoire provoquée par le 
tartrate de levorphan. A la dose de 10:1, 
l’antagoniste ne réduit pas la profondeur 
de l’anesthésie au protoxyde d’azote avec 
oxygéne complétée au moyen de tartrate 
de levorphan. Les observations font pen- 
ser que l’antagoniste exerce une sorte d’ac- 
tion protectrice contre la dépression re- 
spiratoire provoquée par |’adjonction de 
doses de tartrate de levorphan. On pense 
que le tartrate de levallorphan contrebal- 
ance l’effet spasmogénique de l’opiacé. La 
combinaison de tartrate de levallorphan et 
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de tartrate de levorphan est bien indiquée 
comme adjonction a4 |’anesthésie au pro- 
toxyde d’azote avec oxygéne. 


SUMARIO 


Vinte e trés pacientes cirtrgicos to- 
maram atropina e uma dose média de 2.2 
mg. de “levo Dromoran tartrate” (levor- 
phan tartrate) como pré-medicacao. Nao 
houve praticamente alteracgéo do ritmo 
respiratorio. Anestesia prot6xido de azoto 
—oxigénio suplementada pela administra- 
cao endovenosa do “levorphan tartrate” 
foi usada. Depois déstes pacientes terem 
recebido uma média de 6 mg. (incluida 
pré-medicacaéo e suplementacao) de opia- 
ceo, 0 ritmo respiratéria foi reduzido de 
44% Uma dose média (0.57 mg.) de 
opidceo antagodnico e “levallorphan tar- 
trate’ aumentou o ritmo respiratorio a 
nivel pouco inferior 4 aquéle seguinte a 
prémedicacao. Dezesete pacientes exigiram 
uma dose adicional média de 2.8 mg. de 
“levorphan tartrate.” A diminuic&o sub- 
seqiiente do ritmo respiratorio foi menos 
acentuada do que a quéda préviamente ob- 
servada. Quando uma segunda dose de 
antagoénico foi administrada aqueles pa- 
cientes que necessitaram de maior amparo 
respiratorio, isto foi novamente acompan- 
hado por um aumento de movimentos re- 
spiratorios. 

A média de movimentos respiratorios de 
23 pacientes, quando deixaram a sala de 
operacao, foi de maneira geral idéntica ao 
valor contréle. A dose total média de 
“levorphan tartrate” por paciente foi de 
8.1 mg. e a dose total média do antagénico 
de 0.9 mg. Na proporcao aproximada de 
10:1 o “levallorphan tartrate” nao dimi- 
nuiu a profundidade da anestestia. A com- 
binacéo de opidceo e antagénico foi bem 
tolerada. 

Conclue-se que “levo-3-hydroxy-N-allyl- 
morphinan tartrate (levallorphan tar- 
trate)” realmente combate a depressao 
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respiratoria induzida pelo “levorphan tar- 
trate.” Na proporcao de 10:1, o antagénico 
nao reduz a profundidade da anestesia 
protéxito de azoto—oxigénio suplementada 
pelo “levorphan tartrate.” As observacées 
sugerem que o antagénico exerce uma acao 
protetora contra o efeito depressor re- 
spiratorio de subseqtientes doses de “levor- 
phan tartrate.” Suspeitase que o “levallor- 
phan tartrate” contrabalanca o efeito 
espasmédico do opiaceo. A combinacao do 
“levallorphan tartrate” e “levorphan tar- 
trate” é bem adequada para suplementar 
a anestesia protoxito—oxigénio. 


ZUSAM MENFASSUNG 


Dreiundzwanzig chirurgische Kranke 
erhielten als vorbereitende Medikation 
Atropin und eine durchschnittliche Dosis 
von 2,2 mg. Levodromorantartrat (Levor- 
phantartrat). Dies hatte praktisch keinen 
Einfluss auf die Zahl der Atemziige pro 


Minute. Darauf begann die Narkose mit 
Stickoxydul und Sauerstoff, erginzt durch 
intravenése Verabreichung von Levor- 


phantartrat. Nachdem diese Kranken 
durchschnittlich 6 mg. (einschliesslich der 
Vorbereitungsdosis und der Erginzungs- 
narkose) des Opiats erhalten hatten, sank 
die durchschnittliche Atmungsquote auf 
44 Prozent der Durchschnittsquote bei 
Kontrollversuchen. Eine Durchschnittsdo- 
sis (0,57 mg.) des Antagonisten des Opiats 
Levallorphantartrat fiihrte zu einer Er- 
héhung der Atmungsquote auf ein Niveau, 
das nur ganz wenig niedriger war als die 
nach der vorbereitenden Medikation beo- 
bachtete durchschnittliche Atmungsquote. 
Siebzehn Kranke brauchten eine weitere 
Ergainzungsnarkose und erhielten eine 
zusatzliche Dosis von durchschnittlich 2,8 
mg. Levorphantartrat. Der darauf fol- 
gende Abstieg der Atmungsquote war 
weniger auffallig als der vorher beobach- 
tete. Die Verabreichung einer zweiten 
Dosis des Antagonisten bei diesen Kranken 
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fiihrte wiederum zu einem Anstieg der 
Atmungsquote. 


Die durchschnittliche Atmungsquote 
war bei den 23 Kranken beim Verlassen 
des Operationssaales praktisch die gleiche 
wie bei den Kontrollpatienten. Die durch- 
schnittliche Dosis von Levorphantartrat 
betrug 8,1 mg. pro Patient und die durch- 
schnittliche Gesamtdosis des Antagonisten 
0,9 mg. pro Patient. Bei einem solchen 
Zahlenverhialtnis von etwa 10:1 fiihrte 
das Levallorphantartrat nicht zu einer 
Abflachung der Tiefe der Narkose. Die 
Kombination von Opiat und seinem Antag- 
onisten wurde gut vertragen. 


Es wird der Schluss gezogen, dass 
Levallorphantartrat (Levo-3-hydroxy-N- 
allylmorphinantartrat) die durch Levor- 
phantartrat erzeugte Atmungsdepression 
wirksam bekimpft. Bei einem Verhiltnis 
von 10:1 erfolgt keine Beeintrachtigung 
der Tiefe einer mit Levorphantartrat un- 
terstiitzten Stickoxydul Sauerstoff-Nar- 
kose durch den Antagonisten. Die Beo- 
bachtungen weisen darauf hin, dass der 
Antagonist eine vorbeugende Wirkung auf 
den die Atmung deprimierenden Effekt 
zusatzlicher Dosen von Levorphantartrat 
ausiibt. Es wird vermutet, dass das 
Levallorphantartrat die krampferregende 
Wirkung des Opiats bekaimpft. Die Kom- 
bination von Levallorphantartrat und 
Levorphantartrat eignet sich gut zur Un- 
terstiitzung der Stickoxydul Sauerstoff- 
Narkose. 

Author’s Note: Supplies of levo-dromoran tar- 
trate and of the opiate antagonist levallorphan 
tartrate (Ro 1-7700) were made available through 
the courtesy of Dr. Leo A, Pirk of Hoffmann-La 


Roche Inc., to whom we are grateful for his ad- 
ditional efforts in connection with this project. 
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Modern science is a wonderful thing. It spends a great deal of its time 
finding out that things everybody has always known are true. 

From time immemorial milkmaids used to scald the insides of their milk- 
pails. They said it kept the milk from souring. The rational group among 
our forefathers smiled loftily at what they considered this quaint super- 
stition. Then Pasteur came along and discovered that germs sour milk, 
and that scalding water kills germs. The milkmaids were exonerated. 

The milkmaids also thought that thunder soured milk. They therefore 
put their cans in the cellar quickly if a thunder-storm threatened. In the 
cellar the milk was protected from the noise of the thunder. Another 
amusing superstition! Except that it happened to be the truth, and with 
the Pasteur explanation at hand it was pointed out that germs develop 
rapidly in milk at a certain high temperature. The little spell of heat just 
before a thunder-shower is just the right temperature for this development. 
If the milk is put in the cellar, it will be cooler and the germs will not 
have the proper temperature for development. Score another for the milk- 
maids! 

Medical science has the same experiences. The Indians used to let epilep- 
tic members of their tribe be bitten by rattlesnakes. A good laugh in that 
for the unsuperstitious professors, but, lo and behold, we find an accepted 
and scientifically buttressed modern treatment for epilepsy is to inject snake 
venom or some other form of foreign protein under the patient’s skin. 

The inhabitants of Peru dosed a fever patient with the bark of a certain 
tree for fever. It was a religious ceremony until medical science proved 
that the cause of most of the fevers was malaria, and the bark, quinine, 
killed the malaria organism. 


—Clendening 





Surgical Treatment of Carcinoma of 


the Rectum and Rectosigmoid 


Observations on 72 Operative Cases 


ADELBERTO LEITA FERRAZ, M.D., F.I.C.S. 
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LTHOUGH a good deal of improve- 
ment has been made in early diag- 
nosis of carcinoma of the rectum, 

surgeons are still receiving patients in ad- 
vanced stages of the disease. It is justi- 
fiable, therefore, to present a practical 
work on this topic, with a view to drawing 
it to the attention of surgeons in general. 
Patients with carcinoma of the terminal 
portion of the digestive tract, before seek- 
ing the advice of specialists, usually waste 
considerable time in treating themselves, 
as if they were suffering from hemor- 
rhoids or colitis. Many have already been 
in the hands of physicians not too well 
informed as to modern semeiology, who, 
without even an attempt to palpate the 
rectum, prescribe India nut and laxatives. 
Specialists, therefore, should try to inter- 
est general practitioners in the early ab- 
normalities that indicate cancer of the 
large bowel. Certain symptoms are so 
frequently present that, when they occur 
in patients over 40 years of age, the ex- 
amining physician should suspect cancer 
of the rectum until its absence has been 
proved beyond question. The main symp- 
toms are rectal hemorrhage, abdominal 
discomfort and alteration of intestinal 
habitus, represented by diarrhea or con- 
stipation of the progressive type or by 
alternate constipation and diarrhea. 


Read at the First National meeting of the Brazilian Sec- 
tion, International College of Surgery, Sao Paulo. 
Submitted for publication Feb. 16, 1954. 


Cancer of the distal portion of the rec- 
tum tends to be cirrhotic and to diminish 
the intestinal lumen. Early diagnosis is 
always easily possible, since subjective 
symptoms are always present. Further- 
more, in 80 per cent of the cases the 
lesion is accessible to rectal palpation, and 
in the remaining 20 per cent it can be 
visualized with the aid of the sigmoido- 
scope or by roentgen examination. In ad- 
dition, carcinoma of the rectum develops 
slowly and consequently remains localized 
for a long time, this making it possible 
to employ radical therapy. 

If physicians in general were “alerted” 
to an awareness of these facts, early diag- 
nosis of rectal cancer would be made in 
a far greater percentage of cases. This 
is highly important from the therapeutic 
point of view. Under these improved con- 
ditions, patients erroneously labeled as 
having chronic appendicitis, hemorrhoids 
or amebic colitis would reach the surgeon 
less often. In my opinion, carcinoma of 
the rectum should be treated by a phy- 
sician only after a careful specialized ex- 
amination. 

On the other hand, one should be con- 
stantly aware of certain rectal pathologic 
processes that simulate cancer, e. g., endo- 
metriosis. Soon after the founding of the 
Clinic at Sao Paulo about eleven years ago, 
a 43-year-old woman was laparotomized 
by a distinguished colleague of mine, and 
cancer of the rectum was diagnosed. As 
there was a generalized pathologic process 
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in the pelvis, the surgeon made an arti- 
ficial anus. Two months later he performed 
a second operation with the object of 
amputating the rectum, which he did not 
do on account of the persistence of the 
same pelvic conditions and the unfavorable 
prognosis indicated thereby. A year and 
a half later the patient approached me and 
described what had happened. In my spe- 
cialized examination I did not discover in 
the resected specimen any signs suggestive 
of tumor, but I did observe a fistulous 
orifice through which blood ran, especially 
during the menstrual period. My impres- 
sion at that time was that the patient had 
acute salpingitis, with drainage into the 
rectum. Roentgen study confirmed the 
presence of the fistulous orifice, and on the 
basis of this diagnosis I proposed the ad- 
ministration of roentgen therapy by the 
adnexial process. The patient recovered 
completely from the supposed cancer and 
the symptoms totally disappeared, which 
surprised me. Since then, in view of the 
favorable evolution of the illness in this 
case, I have routinely reestablished the 
intestinal transit. On exploration of the 
small pelvis I observed a formation, ap- 
parently abnormal, that led me to perform 
a biopsy for histopathologic study. The 
result of this was the diagnosis of endo- 
metriosis. 

The following symptoms of endometrio- 
sis should be remembered: sterility, rela- 
tive or absolute; discomfort in the lower 
part of the bowel or in the pelvis during 
intermenstrual periods; pain or discom- 
fort in the rectum during menstruation; 
rectal hemorrhage; dyspareunia; obstruc- 
tions; rectal tenesmus, and rectal neural- 
gia. In addition, the rectovaginal septum 
often presents small cysts. The variety of 
abdominal tumors, together with any ab- 
normality in the feces during the men- 
strual period, should suggest the possibili- 
ty of endometriosis. Recently, in Sao 
Paulo, Dr. Joao de Lorenzo reported a case 
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in which the facts here mentioned were 
confirmed. 

The major factor in current successful 
surgical treatment of rectal cancer lies 
precisely in preoperative management. 
Preparation for surgical therapy can usu- 
ally be accomplished within a week, and 
in many cases it is possible to start it at 
the patient’s home. I regard as funda- 
mental points (a) correction of anemia, 
(b) improvement of the patient’s general 
condition by adequate nourishment and 
(c) establishment of fluid and electrolyte 
balance, with the use of vitamins in gen- 
erous doses and of sulfas and antibiotics. 
Roentgen examination of the lungs, the 
spinal column, the pelvis and the roots of 
the members, the most frequent sites of 
metastasis, should be performed. One 
should always request the physician’s aid 
in examination with the large apparatus, 
in order that one may have a clearer idea 
of the surgical risk and in order to make 
a wise choice of the surgical procedure. 
A Miller-Abbott sound should be intro- 
duced in order to avoid pressure on the 
sutures and to feed the patient. 

Among the operative technics for ex- 
tirpation of cancer of the rectum by the 
abdominoperineal route there are two 
schools of thought which contend for su- 
premacy, the moot question being whether 
the sphincteric apparatus is to be sacri- 
ficed or is to be preserved. The possibili- 
ties are as follows: 

1. Abdominoperineal amputation with 
creation of an artificial anus, which may 
be median or brought to the left iliac 
stump after the manner of Miles; 

2. Abdominoperineal resection with 
maintenance of the sphincteric apparatus 
and lowering of the top end, or the end 
nearest the perineum; 

3. Hartmann’s technic, i. e., extirpation 
of the rectal segment with fixation of the 
portion next to the skin (abdominal anus) 
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and closure of the distal portion, which 
is covered with the pelvic peritoneum, and 

4. Resection with immediate terminal 
anastomosis. This type of operation would 
be ideal for both surgeon and patient, but 
unfortunately it involves withdrawal of 
only a small portion of the tissue, leaving 
lymphatic zones that may already have 
been invaded by the neoplasm. Therefore, 
though resection with immediate anasto- 
mosis, as well as resection followed by 
intrasphincteric lowering, may bring suc- 
cess, neither should be performed except 
in cases of early, well localized tumor with- 
out lymphatic invasion; otherwise recur- 
rence will be speedy. As for operations of 
the intrasphincteric type, stress should be 
laid on Eugene A. Gaston’s statement, in 
his work Fecal Continence Following Re- 
sections of Various Portion of the Rectum 
with Preservation of the Anal Sphincter, 
that mere preservation of the sphincter 
cannot keep the patient continent. A pa- 
tient operated on by Dr. Gaston stated 
that the perineal sensation which, prior to 
the operation, had indicated the need to 
defecate was no longer present. When the 
anal sensation was noticed the external 
sphincter voluntarily contracted, but by 
that time a certain amount of gas or feces 
had already escaped. 

Abdominoperineal resection with crea- 
tion of an artificial anus is the operation 
best suited to cancer of the middle (am- 
pullary) or the lower (anal) portion of 
the rectum. For high tumors (rectosig- 
moid), resection with immediate reestab- 
lishment, or resection with lowering of 
the rectosigmoid portion to the anus, can 
be done. I fully agree with Lecene, who 
stated : 

“Operations which are intended to ex- 
tirpate a cancer from the rectum should 
be extremely ample to be efficacious. It is 
necessary to extirpate the whole cancerous 
intestinal zone and the whole meso rec- 
tum sigmoid and all its ganglia. It is not 
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possible to remove these ganglia only by 
way of the perineum or by the perineum 
sacrum. If these perineal operations are 
unquestionably more benign because they 
are less shocking than the large abdomino- 
perineal operations, I believe that on the 
other hand they are not satisfactory 
enough from a therapeutic view. The only 
long-time survivals take place after ample 
operations, with ablation of the whole 
meso rectum sigmoid.” 


Miles also stated that the operation of 
choice is the abdominoperineal one, since 
it is the only one that permits ablation 
of neoplastic tissues in the three zones 
of invasion: upward, downward and side- 
wise. In addition to this, it is the opera- 
tion that facilitates good preparation of 
the ureters when these adhere to the neo- 
plastic process without being invaded. In 
my opinion, therefore, only for well local- 
ized cirrhotic cancers, when exploration 
does not disclose adenopathy and when 
the amplitude of the colon-sigmoid per- 
mits good exeresis principally upward of 
and below the tumor, should the surgeon 
authorize the performance of a conserva- 
tive operation. The studies of certain re- 
searchers indicate that the lymphatics of 
the high rectosigmoid are of abdominal 
origin and go to the median aortic ganglia. 
Thus, for tumors of the rectosigmoid there 
is no need of resection of the distal seg- 
ment. This has great advantages; e. g., 
sexual potency remains, and intestinal 
transit is preserved. 

With regard to the extent of interven- 
tion, I have said before, and I now repeat, 
that operative technics which are con- 
sidered not merely radical but daring are 
justified. In the case of a patient judged 
unfit for operation and consequently 
doomed to die; in the case of a patient 
in whom the disease has spread to involve 
other organs, such as the stomach, the 
spleen or the pelvic organs, or in a case 
of cancer of the rectosigmoid, one should 
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perform extensive resections as long as 
no distant metastases (to the lungs, verte- 
bral column, etc.) are not present. In 
cases of “frozen pelvis” I have attacked 
the cancerous growth, endeavoring to ac- 
complish the exeresis by operating at as 
great a distance as possible from any part 
of the primary lesion or its extensions, 
extirpating all nodules and lymphatic 
chains of the pelvis en bloc with the organs 
resected. Performed under these condi- 
tions, the operation often involves extir- 
pation of the uterus and its adnexae, large 
ligaments all along the extension, vaginal 
tissues, lymphatic chains and areolar tis- 
sue of the primitive iliac, external iliac 
and hypogastric vessels. If there is vesical 
involvement, I perform bilateral implanta- 
tion of the ureters into the colon above 
the terminal colostomy, extirpating the 
bladder and the urethra. 

In order to accept this concept, which 
may appear daring even in the case of 
cancer considered beyond operative aid, it 
is necessary to maintain an open mind and 
thus permit the development of a new sur- 
gical conscience. Thus, it becomes neces- 
sary to do away with precepts hitherto 
considered unquestionable in abdominal 
surgery, such as the necessity for minute 
peritonization, since in these cases all the 
visceral serosa is removed from the small 
pelvis by the existence of numerous and 
extensive lymphatic connections among 
the ganglia situated along the large vessels 
of the lateral wall of the pelvis and the 
lymphatic chains and parametrial ganglia. 

The human being is able to withstand 
such major operations only under ra- 
tional treatment, whether before, during 
or immediately after the operation. Per- 
suing new discoveries, which are likely to 
show up in this era of continued and re- 
newed investigation and may bring about 
good results in the treatment of cancer of 
the rectum, it is necessary for surgeons 
to look for solutions which, within a cer- 
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tain period of time, will enable them to 
save the majority of their patients. At 
present one can only catch a glimpse of 
this possibility. 

With the proposed operations, however, 
I am convinced of the possibility of re- 
ducing the cancer mortality rate so far 
as the rectum is concerned. Roentgen 
therapy offers nothing in the treatment of 
adenocarcinoma of the rectum. 


SUMMARY 


The author reemphasizes the vital im- 
portance of early diagnosis of malignant 
neoplasms of the rectum and rectosigmoid 
and the danger of confusing the early 
symptoms with those of less grave condi- 
tions. He considers roentgen therapy use- 
less in the treatment of these lesions and 
recommends radical operation as the treat- 
ment of choice. 


RIASSUNTO 


L’autore richiama ancora una volta I’at- 
tenzione soll’estrema importanza della 
diagnosi precoce nei carcinomi rettali e sui 
danni che derivano dallo scambiarne i seg- 
ni con quelli di affezioni meno gravi. 

Vengono descrittte 3 tecniche opera- 
torie: l’amputazione addomino-perineale, 
la resezione addomino-perineale e la rese- 
zione con anastomosi terminale. 

Di ognuna vengono elencate le indica- 
zioni. 

La roentgenterapia é@ completamente 
inutile. 


RESUME 


L’auteur souligne l’importance vitale du 
diagnostic précoce du néoplasme rectal, et 
le danger d’en confondre les symptémes de 
début avec une affection bénigne. 

Il décrit trois techniques opératoires, en 
précisant leurs indications: 

(a) amputation abdomino-périnéale ; 
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(b) résection abdomino-périnéale; 
(c) résection avec anastomose termi- 
nale immédiate. 
L’auteur juge inefficace la roentgenthér- 
apie dans les cas de cancer du rectum. 


RESUMEN 


El autor sefiala la importancia vital del 
diagnéstico temprano de los neoplasmas 
malignos del recto y el peligro de confun- 
dir sus primeros sintomas con aquellos de 
padecimientos menos graves. Se describen 
tres técnicas operatorias: (a) amputacién 
abdéminoperineal, (b) reseccién abdém- 
inoperineal y (3) reseccién con anastomo- 
sis terminal inmediata. Se dan las indica- 
ciones para cada una. El autor considera 
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sin valor el uso de la terapia roentgen en 
el tratamiento del cancer del recto. 


ZUSAM MENFASSUNG 


Der Verfasser hebt von neuem die uner- 
hérte Bedeutung der Friihdiagnose bei 
bésartigen Mastdarmgeschwiilsten und die 
Gefahr der Verwechslung ihrer Symptome 
mit denen harmloserer Erkrankungen her- 
vor. Er beschreibt drei chirurgische Ver- 
fahren: 1. die abdominoperineale Amputa- 
tion, 2. die abdominoperineale Resektion 
und 38. die Resektion mit sofortiger ter- 
minaler Anastomose. Die Indikationen fiir 
jedes der drei Verfahren werden angege- 
ben. Réntgenbestrahlungen zur Behand- 
lung des Mastdarmkrebses halt der Ver- 
fasser fiir wertlos. 





inal presentation. 





CORRECTION: In the November issue of the Journal, pp. 519-534, there 
appeared an article entitled Hematoma of the Rectus Abdominis Muscle 


by Drs. Max Thorek and Lauro B. DeVera. 
been called to the fact that the list of references appended thereto omitted 
mention of two important publications pertinent to the subject: 

Halperin, G.: Spontaneous Hematoma of the Abdominal Wall, Surg., 

Gynec. & Obst. 54:861-863 (Dec.) 1928 

Torpin, R.: Hematoma of the Rectus Abdominis Muscle in Pregnancy, 

Am. J. Obst. & Gynec. 46: 557-566 (Oct.) 1943 

We are glad to publish these references as addenda to the article and 
offer our sincere apologies to the authors for their omission from the orig- 
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Adenomas of the Rectum and Colon: 


Surgical Management 


HERBERT T. HAYES, M.D., F.A.CS., F.I.C.S. 
AND HARRY B. BURR, M.D. 


HOUSTON, TEXAS 


appeared in the recent literature on 

adenomas of the colon and rectum. 
These have furnished information with 
regard to incidence, relation to malig- 
nancy, and treatment. The cause is still 
obscure. We should like to make a few 
observations and to report on a small 
series of cases observed during the past 
five years. The terms “adenoma” and 
“polyp” will be used as synonymous. 

Incidence.-—The reported incidence 
after physical examination varies from 5 
to 17 per cent (Table 1). Nearly all of the 
patients were over the age of 40. The sex 
incidence was usually reported as 3 male 
to 2 female patients. Of 17,149 examina- 
tions, 1,665 (9.7 per cent) disclosed ade- 
nomatous polyps. 

Table 2 shows a series of polyps of the 
rectum and colon reported as observed at 
autopsy. Using cases (not per cent) for 
calculation, 9.6 per cent of adenomas re- 
ported after 30,494 autopsies. Even after 
omitting the smaller series of 241 autop- 
sies, in which 69 per cent were detected 
by use of a magnifying lens, the figures 
show polyps in 9.3 per cent of 30,253 au- 
topsies. It is interesting that the average 
of large numbers of reported cases shows 
an incidence of 9.7 per cent adenomas 
found on simoidoscopic examinations, and 
an incidence of 9.6 per cent at autopsy. 
The figures prove nothing, but they sug- 
gest that about 10 per cent of adults over 
the age of 40 have polyps of the rectum 
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and colon. A series of over 4,000 barium 
enemas, in less than 1 per cent of which 
adenomas were present, is mentioned only 
to support an observation that small polyps 
in the rectum proper cannot always be 
visualized by means of a barium enema. 

Relation to Cancer.—Everyone is agreed 
that adenomas of the rectum and colon 
may become malignant. The only confu- 
sion is in terminology. What constitutes 
malignant change that requires radical 
resection? Does one diagnose cancer only 
when invasion is present? The histologic 
criteria presented by Swinton and War- 
ren! in 1939 are rather widely cited. These 
authors stated that at least two of the 
three criteria (anoplasia, irregularity of 
architecture, and invasion) must be pres- 
ent before a diagnosis of cancer can be 
made, though they point out that lymphatic 
or vascular invasion alone means clinical 
malignant disease. 

Bacon and his associates? subdivided 
adenoma into (1) benign (no change), (2) 
adenoma with atypism (irregularity of 
glands with cells two or three rows deep) ; 
(3) adenoma malignum or carcinoma in 
situ (irregularity of glands, hyperchroma- 
tosis, imbalance, mitosis, etc.), with- 
out invasion of the basement membrane, 
and (4) adenocarcinoma (invasion). They 
recommended local removal for the first 
two classifications and radical resection 
for the last two. Some difference of opin- 
ion exists concerning the treatment of car- 
cinoma in situ. (This is poor terminology ; 
the pathologist should be able to improve 
it.) 
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TABLE 1.—Reported Incidence of Adenomas 





Total Adeno- Per- 
Physical matous cent- 


Authors ] 
Examinations Polyps age 





Bacon, H. E.; Laurens, J., and 
Peal, A. R.: Histopathology of 
Adenomatous Polyps of Colon and 
Rectum, etc., Surgery 29:663-667, 
(May) 1951. 162 
Fansler, W. A.: Adenomas of the 
Colon and Rectum. South Dakota 
J. Med. & Pharm. 1:268-272, (July) 
1948. 256 








Young, V. T.: Routine Examination 
of the Lower Bowel, Am. J. Surg. 
81:18-24, (Jan.) 1951. 500 
Jackman, R. J., and Mayo, C. W.: 
The Adenoma—Carcinoma Sequence 
in Cancer of the Colon, Surg., 
Gynec. & Obst. 93:327-830, (Sept.) 
1951. 

Hauch, E. W.; Buie, L. A.; Bargen, 
J. A., and Smith, L. A.: Adenoma 
of Rectum and Sigmoid Colon, Gas- 
troenterol. 16:669-673, (Dec.) 
1950. 
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Klein and Scarborough® classified 100 
patients into three groups: (1) those with 
benign tumor in frozen and permanent 
sections (77 patients); (2) those with 
tumors that were benign grossly and in 
frozen section but with small foci of ma- 
lignancy in the permanent section (12 


TABLE 2.—Adenomas Reported After Autopsy 


Authors 


Boyd, Cc. E.: Polyps of the Colon, 
New Orleans M. & S. J. 104:92-96, 
(Sept.) 1951. 6 
Helwig, E. B.: The Evolution of 





Autopsies Percentage 

















Christianson, H. W., and Tener, R. 
J.: Results of Sigmoidoscopic Ex- 
amination at Cancer Detection Cen- 
ter: A 2 Year Study, Am. J. 

Surg. 81:14-17, (Jan.) 1951. 2,226 
Diamond, M. Adenoma of the Rec- 

tum and the Sigmoid in Alcoholics, 

Am. J. Digest. Dis. 19:47-50, (Feb.) 

1952. 5,980 
Steele, H. H., and Brown, C. H.: 
Analysis of 1500 (Routine Proctosig- 
moidoscopic Examinations, Gastro- 
enterol. 12:419-424, (March) 1949. 
Enquist, I. F., and State, D.: Rectal 
and Colonic Polyps, Surgery 32: 
696-703, (Oct.) 1952. 








1,500 





3,364 
Total 17,149 





Lockhart-Mummery and Dukes’ classi- 
fied polyps into (1) benign, (2) proliferat- 
ing yet nonmalignant; (3) with micro- 
scopic foci of cancer; “carcinoma in situ,” 
that is, “doubtful or suspicious”; (4) focal 
carcinoma (further growth of carcinoma 
in situ but definitely malignant), and (5) 
invasive carcinoma. These authors con- 
cluded that local treatment of all but the 
invasive type is adequate and reported 17 
cases of “focal carcinoma” removed locally 
without recurrence. Turnbull and Fisher‘ 
reported 12 cases of noninvasive carcino- 
ma (carcinoma in situ without invasion of 
the basement membrane) surgically ex- 
cised or fulgurated, without recurrence, 
and cited 56 other comparable cases in the 
literature. 


of Rectum and their Re- 
can to Carcinoma, Surg., Gynec. 
& Obst. 84:36, (Jan.) 1947. 
Atwater, J. S., and Bargen, J. A.: 
The Pathogenesis of Internal Polyps, 
Gastroenterol. 4:395-408, (May) 
1945. 241 
Lawrence, J. C.: Gastrointestinal 
Polyps, Am. J. Surg. 31:499-505, 
(March) 1936. 


1,460 10 








7,000 
Total 30,494 (9.6%) 





TABLE 3.—Reported Incidence of Malignancy 
in Polyps 





Malignant Per- 


Authors Polyps Change centage 


Castro, A. F.; Ault, G. W., and 

Smith, R. S.: Adenomatous —— 

of Colon and Rectum, Surg., Gynec. 

& Obst. 92:164-171, (Feb.) 1951. 352 53 15 
Welch, C. E.; McKettrick, J. M., 

and Behringer, G.: Polyps of the 

Rectum and Colon and Their Re- 

lation to Cancer, New England J. 

Med. 247:959-965, (Dec.) 18, 1952. 322 

Sandusky, W. T., and Parsons, J. 
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patients), and (3) those with lesions 
grossly benign or “suspicious,” with ma- 
lignancy in the frozen section (11 pa- 
tients). The first 2 groups were treated 
with local excision (without recurrence) ; 
the last, by radical resection. Five of the 
11 in Group 3 had pedunculated polyps 
without involvement of the pedicle but 
with lymph node metastases. The authors’ 
definition of malignancy is not given, but 
such a diagnosis on frozen section usually 
means invasive carcinoma for which rad- 
ical resection is indicated. 


We agree with Ault® that approximately 
15 per cent of all polyps are malignant 
upon initial detection (Table 3) and that 
about 15 per cent of colonic and rectal 
cancers show evidence of having origi- 
nated in a polyp (Table 4). Ault further 
expressed the opinion that there is pre- 
sumptive evidence that an additional 15 
per cent of colonic and rectal carcinomas 
have their origin in adenomatous polyps. 


Clinical Features.——Bockus’ offered a 
good classification of colonic polyps, which 
is herewith condensed: (1) single, (2) 
multiple, either acquired or congenital 
(disseminated or familial) and (3) papil- 
loma. The adenomas are either sessile or 
pedunculated, and at least 75 per cent are 
within reach of the sigmoidoscope. Since 
these potential cancers and early cancers 
can be detected so easily, and since thou- 
sands of persons in the United States die 
of cancer of the colon each year (22,860 
persons in 1948), it seems safe to as- 
sume that at least half of those deaths 
could have been prevented by adequate 
examination when the patient was first 
seen. Far too many patients and doctors 
assume that blood in the stools means 
hemorrhoids, when all-out effort should be 
made to prove that it does not mean hem- 
orrhoids. 


Small adenomas are symptomless. The 
larger ones are prone to ulcerate or be- 
come traumatized, so that blood is mixed 
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TABLE 4.—Incidence of Carcinoma Originating 
in Polyps 





Author Carcinoma Origin in Polyp 


Swinton, E. W., et al’ 
Bacon, H. E., et al’ 








TABLE 5.—Private Patients 





Percentage 
oO Malignant Malignant 
Adenomas Adenomas Adenomas 


Patients Percentage 


with 
Examinations Adenoma 





6142 504 8.2 45 9 





TABLE 6.—Malignant Polyps 





No. of Cases Malignant Percentage 


Rectal 442 33 7.5 
Colon 62 12 19.3 











with or smeared on the stool. Intermittent 
diarrhea may be a suggestive symptom, 
and the larger pedunculated polyps may 
produce intestinal cramps. 


Adequate biopsy should be made of the 
larger adenomas and of any small ones 
that appear doubtful. Any fixation or 
marked inflammation of small polyps 
should make one suspicious. Those on a 
long, thin pedicle can be removed with an 
electrocoagulating snare and the entire 
specimen submitted for microscopic ex- 
amination. Those on a short, broad pedi- 
cle are best subjected to biopsy. In our 
experience, the latter appear more open 
to suspicion, because they usually have an 
irregular, lobulated surface. One section 
is not considered adequate biopsy material. 
At least three sections from different areas 
of the tumor must be taken, and taken as 
deeply as possible into the stroma. A 
section of surface epithelium means noth- 
ing. A good practice is to hold the tumor 
firmly but gently with the end of the proc- 
toscope before taking the section, always 
bearing in mind that the bowel wall can 


be punctured. 
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Summary of Cases.—During the past 
five years we have examined 6,142 private 
patients (Table 5). Discussion of these 
patients will be brief, because we wish to 
deal mainly with the treatment of ade- 
nomas in general. Of this number there 
were 504 with one or more adenomas, an 
incidence of 8.2 per cent. Seventy-three 
patients had multiple polyps. There were 
45 malignant adenomas, an incidence of 
9 per cent. The average age of the adult 
patients was 56. There were 36 children 
under 12, 9 of whom were subjected to 
abdominal colotomy. There were 62 cases 
of polyps of the colon, in 12 of which the 
polyps were malignant, an incidence of 
19.3 per cent (Table 6). 


Treatment.—No hard and fast rules 
should be laid down for the treatment of 
adenomas. In general, it is our opinion 
that selection of the type of treatment 
depends upon the anatomic type of polyp, 
the size, location and number present, the 
pathologic report, and the age and general 
condition of the patient. The polyps that 
are reported as benign or those that show 
noninvasive carcinoma (carcinoma in situ) 
can be safely removed by the electroco- 
agulating needle or a snare. Those above 
reach of the sigmoidoscope are removed 
by performing an abdominal colotomy, at 
which time a frozen section can be done 
while the colotomy incision is being closed, 
followed by a radical resection if cancer 
is reported. Multiple polyps can be co- 
agulated or snared through the sigmoido- 
scope passed through one or more colotomy 
incisions. 


The presence of a long, thin pedicle 
should not give one a false sense of secu- 
rity, and radical resection should be done 
when invasive carcinoma is present, even 
though the pedicle is not involved. As has 
been stated, one should. be suspicious of 
those on a short, broad pedicle and take 
repeated biopsies before local removal is 
advised. Small polyps (1 to 5 mm. in 
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diameter) are usually sessile and need no 
biopsy. Moderately large polyps of 5 mm. 
to 1 cm. in diameter should be subjected 
to biopsy but are usually benign. Polyps 
over 1 cm. in diameter are usually pedun- 
culated; biopsy or the snare is recom- 
mended, followed by section. Whenever 
possible we like to pull the pedunculated 
polyp gently into the proctoscope before 
snaring, because of the danger of engag- 
ing the bowel wall in the snare. Very 
large rectal polyps can be snared “piece- 
meal” if necessary; sigmoid polyps too 
large to be drawn into the end of the sig- 
moidoscope should be removed by coloto- 
my. None of the larger polyps in our 
series approaches the size of one reported 
by Acuff.’ This one produced sigmoid ob- 
struction in a child 1% years old, was 
successfully removed by snare, measured 
3.5 inches (8.7 cm.) in diameter and had 
a pedicle (434 inches (12 cm.) long. 


When one is forced to do as little as 
possible to patients debilitated by old age . 
and disease, it is considered proper to 
snare large polyps from the sigmoid or 
to fulgurate large adenomas, even when 
invasive carcinoma has been reported. 
The latter is considered palliative surgical 
treatment, to which all surgeons must re- 
sort at times. 


Polyps of the colon are rare in children 
but should be suspected when fresh blood 
is mixed with the stool. The majority oc- 
cur in the rectum. They are usually single, 
nearly always pedunculated and almost 
always benign. We have never seen a ma- 
lignant polyp in a child, but our series 
includes only 36 children. A note should 
be recorded about the mobility of the mu- 
cosa, particularly in children. More than 
once we have palpated a polyp on digital 
examination, tilted the table for procto- 
scopic examination and failed to find the 
polyp. At other times (few, it is true) 
we have failed to find a polyp previously 
seen in the upper part of the rectum. 
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There is no doubt that pedunculated sig- 
moid polyps can be found well down in 
the rectum at times. In each of 2 children 
in our series a large pedunculated polyp 
extruded; it was immediately ligated with 
ordinary twine, pushed back into the rec- 
tum and allowed to slough off. 


Villous adenomas or papillomas are 
rare and at times assume huge propor- 
tions. One such tumor in our series filled 
the entire ampulla of the rectum and was 
reported as adenocarcinoma Grade I. A 
resection was done. Another papilloma 4 
cm. in diameter, was attached to a hem- 
orrhoid and became prolapsed at each 
stool. It was benign and was excised at 
the time of a hemorrhoidectomy. Biopsy 
of the finger-like projections can be mis- 
leading, since malignant changes can 


occur in the stroma near the base. Conse- 
quently, complete excision, with a cuff of 
mucosa, or thorough fulguration, includ- 
ing a cuff of mucosa, is advisable. Inva- 


sive carcinoma calls for radical resection. 


No discussion of very large sessile ade- 
nomas was found in the recent literature. 
There were 3 cases in our series. One 
woman, age 44, had a sessile adenoma on 
the right wall of the rectum lying trans- 
versely; it measured 2.5 by 5.5 cm. and 
was 9 cm. from the anus. Biopsies on 
three occasions were reported twice as 
benign and once as adenocarcinoma in situ. 
Studies of the colon revealed no abnormal- 
ity. The tumor was destroyed by electro- 
coagulation at six different sittings, and 
no recurrence had been observed after one 
year. A man aged 54, who had had three 
coronary occlusions, had a flat tumor 5 cm. 
in diameter and 10 cm. from the anus on 
the right wall. There was also a pedun- 
culated polyp 2 cm. in diameter in the 
sigmoid. Roentgen examination of the 
colon otherwise gave negative results. The 
sigmoid polyp was snared and reported 
benign. Biopsy of the larger, sessile polyp 
was reported as showing “benign ade- 
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noma.” The sessile adenoma was fulgu- 
rated five times, and there had been no 
recurrence after a year. The third patient 
was a man aged 77, who was said to have 
a “bad heart,” who had a flat tumor 10 
cm. from the anus, about 2.5 cm. wide 
and involving almost the entire circum- 
ference of the rectum. Biopsy was re- 
ported as showing adenocarcinoma Grade 
I, but because of the patient’s age and in- 
firmities, the tumor was fulgurated nine 
times. There had been no recurrence after 
four years. We consider it best to ful- 
gurate the larger tumors several times 
rather than risk too deep fulguration and 
consequent penetration of the bowel. 


Adequate follow-up examinations are 
urged upon all patients. These are ad- 
vised at six-month intervals for several 
years, then at twelve-month intervals in- 
definitely. This includes sigmoidoscopic 
and barium enema studies. 


SUMMARY 


An average incidence of nearly 10 per 
cent of adenomatous polyps is reported 
after thousands of physical examinations. 
This figure closely parallels the average 
reported after thousands of autopsies. 

The need for adequate biopsy material 
is stressed. Frozen sections of all polyps 
removed through abdominal colotomy in- 
cisions should be routine, after which radi- 
cal resection should be done if invasive 
carcinoma is reported. 

Approximately 75 per cent of adenomas 
are within the reach of the sigmoidoscope. 
Small adenomas, large benign adenomas, 
or lesions reported as “carcinoma in situ” 
can be safely removed with the electroco- 
agulating needle or snare. When invasive 
carcinoma is present, radical resection is 
almost mandatory. 

All patients with adenomas should be 
urged to return for examination at regu- 
lar intervals for an indefinite time. 
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Les auteurs rapportent une fréquence 
moyenne de prés de 10% de polypes adé- 
nomateus, aprés des milliers examens. Ce 
chiffre correspond a celui constaté au 
cours d’un nombre a peu prés égal d’au- 
topsies. 

La nécessité de la biopsie extemporanée 
est soulignée. Des coupes microscopiques 
congelées en séries de tous les polypes ex- 
tirpés devraient étre la régle, surtout dans 
les cas de carcinomes envahissants. 

75% environ des adénomes sont visibles 
au rectoscope. Les petits adénomes, les 
grands adénomes bénins, ou les lésions 
dites “carcinome in situ” peuvent étre ex- 
tirpés de facon sire au moyen de l’aiguille 
ou du serre-noeud électrocoaguant. En cas 
de carcinome envahisant, la résection ra- 
dicale est toujors un devoir. 

Tous les malades atteints d’adénome 
devraient étre encouragés a subir des con- 
tréles a intervalles réguliers. 


ZUSAMMENFASSUNG 


Unter tausenden von klinischen k6érper- 
lichen Untersuchungen hat sich die Haufig- 
keit von adenomatésen Polypen des Dick- 
darms als durchschnittlich etwa zehn 
Prozent herausgestellt. Diese Zahl ent- 
spricht etwa den Ergebnissen von tausen- 
den von Autopsien. 

Die Notwendigkeit, ausreichendes Mate- 
rial zur histologischen Untersuchung mit- 
tels der Probeexzision zu erlangen, wird 
hervorgehoben. Alle durch eine abdomi- 
nale Kolotomie entfernten Polypen erfor- 
dern sofortige Unterschung am Gefrier- 
schnitt; radikale Resektion muss folgen, 
wenn ein in die Tiefe eindringendes Kar- 
zinom gefunden wird. 

Ungefahr 75% der Adenome liegen in- 
nerhalb des bereichs des Sigmoidoskops. 
Kleine Adenome, grosse gutartige Ade- 
nome oder auch als “Carcinoma in situ” 
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bezeichnete Geschwiilste kénnen ohne Ge- 
fahr mit Hilfe einer elektrokoagulierenden 
Nadel oder Schlinge entfernt werden. 
Handelt es sich um ein in die Tiefe ein- 
dringendes Karzinom, ist eine radikale 
Resektion unumganglich. 

Alle Kranken mit Adenomen miissen an- 
gehalten werden, sich auf unbestimmte 
Zeit in regelmassigen Absténden zur 
Nachuntersuchung einzufinden. 


RIASSUNTO 


Su migliaia di esami clinici si é avuta 
una frequenza media di circa il 10% di 
polipi adenomatosi—frequenza che coin- 
cide con quella riscontrata in migliaia di 
autopsie. 

Viene sottolineata la necessita di avere 
un adatto materiale bioptico. 

Dovrebbero essere di regola fatte sezioni 
al congelatore di tutti i polipi asportati 
chirurgicamente dal colon e far seguire 
resezioni radicali se si riscontra un tumore 
a carattere invasivo. 

Il 75% degli adenomi, circa, si possono 
raggiungere col sigmoidoscopio. Piccoli 
adenomi, grandi adenomi benigni 0 lesioni 
del tipo di “carcinoma in situ’? possono 
essere asportati con elettrocoagulazione. 

Qualora sia presente un carcinoma a 
carattere invasivo é raccomandata la rese- 
zione radicale. 

A tutti i pazienti con adenoma occor- 
rerebbe far presente l’importanza di pre- 
sentarsi per controllo, a regolari intervalli, 
per un tempo indeterminato. 


RESUMEN 


Se ha comunicado después de miles de 
examenes fisicos una incidencia promedio 
de cerca de 10 por ciento de pdélipos ade- 
nomatosos. Cifra que guarda paralelismo 
con el promedio comunicado después de 
miles de autopsias. 
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Se ha sefialado la necesidad de material 
de biopsia adecuado. Los examenes por 
congelacién de todos los pélipos extirpados 
a través de colostomias deben ser rutina- 
rios y seguidos de extirpacién radical si 
el resultado es carcinoma. 

Aproximadamente el 75 por ciento de 
los adenomas estan dentro del alcance del 
sigmoidoscopio. Los adenomas pequefios, 
los grandes adenomas benignos o las le- 
siones comunicades como carcinoma “in 
situ’ pueden extirparse con seguridad por 
electrocoagulaci6én con aguja o asa. Cuan- 
do se encuentra carcinoma la extirpacién 
radical es obligada. 

Todos los pacientes con adenomas deben 
citarse a exaémenes regulares por tiempo 
indefinido. 


SUMARIO 


Apés milhares de exames fisicos, tem 
sido apresentada uma incidéncia média de 
quase 10% de polipos adenomatosos. Esta 
cifra acompanha paralelamente a média 
apresentada apés milhares de autdépsias. 

Tem sido salientada a necessidade da 
biédpsia com material adequado. Os exames 
por congelacao de todos os polipos extir- 
pados por colotomia abdominal deveriam 
ser rotina, sendo seguidos por ressecgao 
radical, caso seja encontrado carcinoma. 
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Cérca de 75% dos adenomas estado ao 
alcance do sigmoidoscoépio. Pequenos ade- 
nomas, grandes adenomas benignos, ou 
lesdes citadas como “Carcinoma in situ” 
podem ser seguramente extirpados por 
meio da alga ou agulha de eletrocoagulacao. 
Quando se trata de carcinoma infiltrativo, 
é quase obrigatéria a resseccao radical. 

Todos os pacientes com adenoma devem 
voltar para exame em intervalos regulares, 
por tempo indefinido. 
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It must be remembered that we have only heard one side of the case. 


God has written all the books. 


—Smith 





Gastroscopy as an Aid in the Diagnosis 


of Extragastric Abdominal Disease 
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to offer in the diagnosis of extra- 

gastric abdominal disease, when 
such disease produces enlargement of the 
organ or a mass in the vicinity of the 
stomach. The stomach is so situated ana- 
tomically that, when blown up with air, 
it comes into contact with many of the 
important “abdominal disease regions.” 
Gastroscopic examination, unlike contrast 
radiographic study, is a technic that in 
some patients permits one to induce maxi- 
mum gastric distention without obscuring 
the finer configurational features. The 
diagnosis of extrinsic disease depends on 
recognition of total organ shifts and of 
localized pressure effects on the insufflated 
stomach. This is an indirect diagnostic 
method, and, if it is to lead to a specific 
diagnosis, it must be supplemented by con- 
siderable additional clinical information. 

This paper deals with the anatomic rela- 
tions of the stomach as the organ exists 
during gastroscopy, with the gastroscopic 
signs of diagnosable or detectable extra- 
gastric diseases, and with the method’s 
frailties in this type of diagnostic situa- 
tion. 

Relations of Stomach During Gastros- 
copy.—The contour of the stomach dur- 
ing gastroscopy’ is best illustrated pictori- 
ally (Figs. 1 and 2). It is important to 
understand that when the patient is lying 
in the left lateral position for gastroscopic 
study his inflated stomach assumes rela- 
tionships which differ from those found 
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at autopsy or following ingestion of a 
barium suspension. If the normal stomach 
is inflated with about 900 ml, of air and 
examined fluoroscopically with the sub- 
ject upright, the stomach assumes a 
roughly discoid or globular form, which 
in the anterior-posterior projection ap- 
pears as a circular shadow lying almost 
entirely to the left of the spine. Its con- 
figuration is governed largely by the left 
lobe of the liver, left diaphragm, spleen, 
paraspinal tissues, retroperitoneal struc- 
tures, and anterior abdominal wall. If the 
subject is then examined lying on his left 
side, it is found that the stomach has be- 
come elongated and has migrated upward 
towards the anatomic right, along the un- 
derside of the liver. The shape of the 
stomach is now roughly tubular, and about 
three-quarters of it lies to the right of 
the midline. If the gastroscope is then in- 
troduced, the instrument’s impingement 
on the greater curvature tends to draw 
the stomach back towards the left and to 
increase its caudad dimension (Figs. 1 and 
2). 

Throughout the maneuvers of gastro- 
scopic examination it is apparent that the 
configuration assumed by the _ inflated 
stomach is governed only to a small degree 
by its own intrinsic anatomic form. The 
important controlling influence is found to 
be the pressures exerted by neighboring 
organs and structures. Some of these, 
such as the liver and the retroperitoneal 
structures, are immovable, while others, 
particularly the nearby bowel, give way 
readily before the insufflated stomach. 
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The normal extrinsic pressures do not 
contribute irregularity to the internal gas- 
tric configuration, and, except for the 
prominent intrinsic landmark produced by 
the angulus and musculus sphincter antri, 
the stomach walls show no more than 
gentle undulation. 

Abnormal extrinsic tumefactions may, 
of course, produce gastric defects of many 
sizes, shapes and locations. This is a 
process of simple impingement, not mural 
invasion. The important differential diag- 
nosis for the gastroscopist is submucosal 
intramural tumor, and the decision is made 
largely on the basis of the rugal pattern 
and the effect of varying degrees of gas- 
tric insufflation on the appearance of the 
defect. Intramural tumors ordinarily 
cause obliteration of rugae over their sum- 
mits, although rugae are commonly seen 
mounting toward the sides of such lesions. 
Extrinsic tumors merely push the normal- 
appearing mucosa inward, with little if 
any disturbance of the rugal pattern. Sim- 
ilarly, an intramural position is suggested 
if progressive gastric insufflation produces 
no apparent change in the shape of a tu- 
mor. 

Pancreas.—The pancreas lies directly 
behind the insufflated stomach. All of the 
area occupied by the pancreas can be in- 
spected indirectly by the gastroscopist; 
even the organ’s head, in its entirety, 
under the conditions existing during gas- 
troscopy. Circumscribed pancreatic tumors 
which protrude approximately 2 cm. or 
more from the surface of the organ may 
produce demonstrable indentations of the 
posterior gastric wall, if intervening peri- 
toneal surfaces and the root of the trans- 
verse mesocolon do not enclose large 
amounts of fat. Large tumors that in- 
volve most of the pancreas may produce 
a general anterior shift of the posterior 
wall of the stomach. 

Twelve patients with the autopsy diag- 
nosis of carcinoma of the pancreas were 
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examined gastroscopically at least six 
months before death, at a time when the 
diagnosis had not yet been established. 
Radiologic suspicion of pancreatic tumor 
had been obtained in seven prior to gas- 
troscopy, and the gastroscopist was always 
aware of the roentgen data. In 2 patients 
the gastroscope could not be passed far- 
ther than the cardia; in 2 the examination 
was normal, and in 8 pressure defects 
were seen in the stomach. One could pre- 
dict rather easily the portion of the pan- 
creas primarily involved by location of the 
defect in the stomach. Thus, carcinomas 
of the head of the pancreas produced 
either anterior deflection of the antrum 
or indentation of the distal pars media, 
while those of the body and tail made their 
impressions higher in the pars media. In 
1 patient the posterior wall of the stomach 
was not affected but the lesser curvature 
of the distal half of the pars media was 
depressed downward. Repeat gastroscopic 
examinations were made in 8 cases, at in- 
tervals of one, one and two months respec- 
tively after the first examination, and in 
none could any growth in the ‘tumor be 
detected, on the basis of the size of the 
gastric defect. 

One of the common causes of the gas- 
troscopist’s inability to pass the instru- 
ment much beyond the cardia is impinge- 
ment of its tip against retroperitoneal 
tumors (Fig. 2). In 5 of the 12 patients 
with pancreatic carcinoma there was a 
hold-up or point of resistance below the 
cardia, and in 2 of these the instrument 
could not be passed farther. 

Pancreatic cysts of any size at all dis- 
place the posterior wall as a whole, in- 
stead of producing a localized depression. 
In 2 instances of cysts of about baseball 
size, however, discrete infringements on 
the inflated gastric contour were observed. 
In 1 patient the pressure was exerted on 
the lesser curvature and posterior wall of 
the pars media, In the other the posterior 
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_ Left Lobe of Liver 
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Liver Area 


Anterior Abdominal 
Woll Area 


Fig. 1.—Left, anatomic sagittal section through stomach a little to the left of the path followed 
by the gastroscope. Right, configuration of normal stomach during gastroscopy. The anatomic rela- 
tions of the anterior wall are indicated by the surfaces in contact with the insufflated organ. 


wall of the antrum and the distal pars 
media was depressed. 


Liver.—Moderate generalized enlarge- 
ment of either lobe of the liver is ordinar- 
ily not detectable gastroscopically. Some- 
times even remarkable diffuse hepatomeg- 
aly cannot be recognized as long as the 
cardia is not dislocated, although in such 
cases one may observe elongation of the 
vertical portion of the stomach. 


The gastroscope may at times permit 
detection of liver diseases that alter the 
configuration of the underside of either 
the right or the left lobe. Cysts and pri- 
mary and secondary tumors are important 
in this connection. In 3 patients the pres- 
ence of metastases to the liver could be 
detected prior to death only by gastro- 
scopic study. In 2 of these the lesser cur- 
vature of the pars media was depressed, 
and in the third the lesser curvature and 
the entire anterior wall of the pars media 
were pressed inward. It is questionable, 
however, whether plans for surgical treat- 
ment of a primary tumor should ever be 


altered solely on the basis of this indirect 
gastroscopic evidence of hepatic metasta- 
sis. 

Left Leaf of Diaphragm.—Diaphrag- 
matic tumors close to the esophageal hiatus 
usually prevent traverse by the gastro- 
scope. If they do not, their presence may 
on occasion be recognized by depression 
of the fundus. But, as in the case of dif- 
fuse enlargement of the left lobe of the 
liver, strong suspicion of diaphragmatic 
tumor must exist prior to gastroscopic 
examination if the gastroscopist is to de- 
tect and confirm its presence (Fig. 3A). 


Spleen.—Splenic enlargement practical- 
ly always takes the form of generalized 
splenomegaly, and the resulting effect on 
gastric configuration is never that of a 
discrete localized defect. During a gas- 
troscopic procedure the left lateral posi- 
tion of the patient encourages the inflated 
stomach to float upward, away from the 
spleen. It is for this reason that a con- 
siderable degree of splenomegaly may go 
unrecognized by the gastroscopist. Per- 
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haps it is fair to state that the method has 
demonstrated no practical diagnostic im- 
portance as far as the spleen is concerned 
(Fig. 3B). 

In patients with considerable and easily 
demonstrable splenomegaly who have been 
examined gastroscopically, only one type 
of gastric deformity has been observed. 
The posterior wall of the fundus has been 
displaced anteriorly, the superior portion 
of the fundus has been depressed, and the 
upper half of the stomach’s greater cur- 
vature has been shifted medially. In its 
upper half, then, only the anterior and 
medial aspects of the stomach wall can be 
moved away from the gastroscope by in- 
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sufflation. It is rather remarkable that the 
gastroscopist feels no sense of resistance 
in passing the instrument through the 
cardia in such cases. 

Colon.—The relation of the stomach to 
the colon, particularly the splenic flexure, 
is variable from time to time in any per- 
son.1 Defects produced by the normal 
colon on the configuration of the gastric 
greater curvature confuse the picture 
during roentgen examinations of the up- 
per part of the gastrointestinal tract more 
often than idle contemplation of the mat- 
ter might suggest (Fig. 44). To the roent- 
genologist this is a well-recognized prob- 
lem, but, in spite of alertness to the 
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Fig. 2.—Right, tracing of roentgenogram taken in the anteroposterior projection during gastro- 

scopic examination of normal stomach. The degree of inflation is about optimum for visualization 

of the pylorus, but it may be increased considerably for study of the contours of neighboring organs. 

Left, tracing of film taken in the lateral projection during gastroscopic examination of a normal 

stomach. The explanation of inability to pass the instrument in some cases of retroperitoneal 
tumor is apparent. 
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possibility, he and the clinician may at 
times be confounded in distinguishing be- 
tween tumor of the greater curvature and 
extrinsic pressure by the normal colon. 
Gastroscopic study can then be of decisive 
diagnostic importance. In such cases a 
colon pressure defect cannot be found on 
the greater curvature, perhaps merely be- 
cause the inflated stomach has floated 
away from the splenic flexure. 


Retroperitoneal Lymph Nodes. — The 
gastroscope can play a most important role 
in detecting metastases to retroperitoneal 
lymph nodes, and, in fact, this is a facet 
of the course of certain malignant diseases 
which can properly be studied only gas- 
troscopically, and by roentgenographic in- 
vestigation following retroperitoneal air 
injection. Gastroscopic study easily and 
safely gives information with regard to 
the presence of large nodes in that part 
of the retroperitoneal area which is in 
contact with the inflated stomach. The 
spread of testicular, renal and intestinal 
tumors and the presence of abdominal 
lymphomatosis are probably the most im- 
portant problems that can be clarified 
(Fig. 4B). 

The gastroscopic signs of enlarged re- 
troperitoneal nodes are similar to those 
produced by pancreatic tumors. Only 
nodes or node masses that are moderately 
large can be detected gastroscopically with 
assurance. The posterior wall of all or 
parts of the pars media and of the antrum 
is depressed to variable degrees. Occa- 
sionally the lesser curvature is involved. 
In the cases of 6 patients with testicular 
tumors in whose cases only gastroscopic 
investigation was able to demonstrate 
spread beyond the testes, the posterior 
wall of the middle portion of the pars 
media was depressed in 3, the whole pos- 
terior wall in 1, the lesser curvature and 
posterior wall of the antrum in 1, and the 
lesser curvature of the pars media in 1. 


Kidneys and Adrenal Glands.—The right 
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Fig. 5.—Tremendous tumor mass produced by 

metastatic involvement of left adrenal gland, sec- 

ondary to bronchogenic carcinoma. The entire 

stomach has been shifted to the right, without 

discrete pressure defect. The gastroscope could 
not be passed into the stomach. 


kidney and adrenal gland are outside gas- 
troscopic range. The left come into in- 
direct contact with the inflated stomach 
(Fig. 1), but gastric defects produced by 
their enlargement are difficult to recognize 
as such. The instrument lies in contact 
with the area posteriorly, and the gas- 
troscopist has difficulty in evaluating pres- 
sure defects unless he can visualize them 
from a little distance. Furthermore, tu- 
mors of the left kidney and adrenal gland 
may be expected frequently to prevent 
insinuation of the gastroscope to the depth 
required for proper visualization of the 
region (Fig. 5). 

Arterial Aneurysms.—On occasion the 
gastroscopist may detect and recognize an 
aneurysm of the abdominal aorta or of 
the splenic artery. There are other very 
rare aneurysmal possibilities associated 











Al- 


though aware of the roentgen data, the gastroscopist concluded that the configuration of the cardia 
and fundus was normal. B, Splenomegaly secondary to portal hypertension, producing the usual 
type of roentgen defect on the greater curvature. Gastroscopically the stomach appeared normal. 


Fig, 3.—A, Large leiomyoma of left diaphragm depresses gastric fundus several centimeters. 








Fig. 4.—A, defect of middle portion of greater curvature due to pressure of normal colon. Because 

of persistence of the abnormality during fluoroscopic study, the roentgenologic interpretation was i1 

doubt. Gastroscopically the configuration appeared normal. B, large pressure defect on pars medi: 

in patient with teratocarcinoma of testicle, at first believed due to pressure of normal spine. At gas: 

troscopic examination the posterior wall of the entire pars media was observed to be depressed in- 

ward in a lumpy fashion. Autopsy showed extensive metastasis to the para-aortic lymph nodes, to 
the level of the diaphragm. 
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with the other branches of the celiac axis. 
If an aneurysm is suspected, gastroscopic 
investigation may well be considered con- 
traindicated, although such a contraindi- 
cation is only relative. As judged by the 
appearances presented by 5 aortic an- 
eurysms observed gastroscopically, the 
gastroscopist cannot, in my opinion, ex- 
pect to recognize expansile pulsation in 
such lesions. 


SUMMARY AND CONCLUSIONS 


The configuration of the inflated stom- 
ach as it is visualized during gastroscopic 
study is governed largely by the pressures 
exerted by neighboring organs and struc- 
tures. Tumor-producing diseases in con- 
tiguous organs may be recognized by their 
effect on gastric configuration. Of the 
many diagnostic possibilities, detection of 
pancreatic tumors and tumor involvement 
of retroperitoneal lymph nodes is most 
important. 


RESUMEN 


La configuracié6n del est6mago insuflado 
conforme es visualizado durante el estudio 
gastroscépico depende grandemente de las 
presiones ejercidas por los érganos y 
estructuras anexas. Los padecimientos 
neoplasicos en Organos anexos pueden ser 
reconocidos por su efecto sobre la con- 
figuracién gastrica. De las muchas posi- 
bilidades diagnosticas, las mas importantes 
son los tumores pancraticos y las neoplasi- 
as de los ganglios linfaticos retroperito- 
neales. 


RIASSUNTO 


La forma dello stomaco dopo insuffla- 
zione durante gastroscopia é determinata 
dalla compressione esercitata dagli organi 
contigui. Tumori di tali organi possono 
essere svelati mediante le alterazioni della 
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forma gastrica da essi prodotte. I pit im- 
portanti, sotto questo aspetto, sono i tu- 
mori del pancreas e quelli dei linfonodi 
retroperitoneali. 


RESUME 


Les pressions exercées sur |’estomac par 
les organes voisins ne donnent pas une 
image fidéle de la configuration de |’esto- 
mac insufflé durant la gastroscopie. Les 
tumeurs extra-stomacales peuvent étre re- 
connues par leur empreinte sur la con- 
figuration gastrique, telles les tumeurs 
pancréatiques, les ganglions lymphatiques 
rétro-péritonéaux de nature maligne etc. 


SUMARIO 


A configuracéo doestémago inflamado, 
tal qual éle é visualizado na gastroscopia, 
é dependente das pressdes exercidas pelos 
érgaos e estruturas vizinhas. O tumor 


produzindo doen¢a na continuidade do 6r- 


gao pode ser reconhecido pela alteracao 
que produz na configuracao gastrica. Das 
muitas possibilidades diagnosticas, os tu- 
mores do pancreas e os tumores dos gan- 
glios linfaticos retroperitoneais sao os 
mais importantes. 


ZUSAM MENFASSUNG 


Die Form des Wiahrend einer Gastro- 
skopie aufgeblasenen Magens hiangt weit- 
gehend von dem durch die Nachbarorgane 
ausgeiibten Druck ab. Geschwulsterkran- 
kungen angrenzender Organe k6énnen 
durch ihren Einfluss auf die Form des 
Magens erkannt wedren. Unter ihnen 
spielen die Geschwiilster der Bauchspeich- 
eldriise und der retroperitonealen Lymph- 
knoten die wichtigste Rolle. 
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The Subcostal Incision in Renal Surgery 


BEN H. BRUNKOW, M.D., F.A.C.S., F.I.C.S.* 
MONROE, WISCONSIN 


to be discussed in this paper is the 

subcostal incision. The term is taken 
from a similar terminology used by the 
general surgeons for operations on the 
gallbladder and other upper abdominal 
organs. I have found no description of 
this incision for renal surgical procedures, 
but I am aware that the approach is old 
and suspect it has been forgotten by urolo- 
gists. I became accustomed to this expo- 
sure by assisting the general surgeons and 
by performing lumbar sympathectomies. 


The approach is simple, being made 
through an incision extending from or 
through the rectus muscle, directed later- 
ally to the tip of the twelfth rib and then 
closely following the lower border of this 
structure for an inch (2.5 cm.) or so. The 
latissimus dorsi and oblique muscles are 
cut across and the transversus muscle 
separated in the direction of its fibers. 
The ilioinguinal and iliohypogastric nerves 
are easily avoided, as they practically al- 
ways traverse a plane between the trans- 
verse and the internal oblique muscle 
about 1 cm. below the tip of the twelfth 
rib. By palpating the tip of the twelfth 
rib and making this the transverse plane 
of incision one can avoid injury to these 
nerves. The muscle attachment of the in- 
ferior surface of the twelfth rib is dis- 
sected or stripped from the rib. This pro- 
vides sufficient exposure in the immediate 
area, but the incision can be enlarged to 


ses surgical approach to the kidney 


From the Monroe Clinic. 
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the erector lumbar muscles if need be. In 
most cases the rectus abdominis sheath 
and muscle need not be disturbed, but 
these structures can be cut across with 
impunity, with enlargement of the incision 
as much as necessary, even to exposure 
of the opposite kidney if desired. From 
this point the operation is carried on as 
with the conventional incision. 

There are a few points concerning this 
incision that are worth of observing: 

The operation is begun by incising down 
to the transversalis fascia at the margin 
of the rectus fascia and then inserting a 
finger under the transversalis muscle for 
a guide. This makes it possible to expose 
the area rapidly. 

Before the fascia of Garota is opened, 
it is well to enlarge the retroperitoneal 
space about the kidney distal to the in- 
cision and posterior to the vertebral col- 
umn. This is done by crossing the retro- 
peritoneal space transversely, with the 
finger pushing the peritoneum medially. 

In incising the fascia of Garota, it is 
wise to open well posteriorly and superior- 
ly, for at first one is apt to go too far 
anteriorly and enter the peritoneal cavity 
—though this actually is no disgrace. 

If a tumor is present and the removal 
of a kidney is anticipated, it is well to 
open the peritoneum before exposure of 
the kidney; pack off the abdominal struc- 
tures, and identify the pedicle area trans- 
peritoneally. This accomplished, it is a 
comparatively easy matter to clamp the 
pedicle and remove the fascia of Garota, 
the perirenal fat and the kidney in toto. 
The posterior peritoneum in this area, 
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though thin, is abundant and can be easily 
closed. 

When the rectus muscle and fascia have 
been incised, care should be taken in clos- 
ing to see that the inner fascial layer, 
as well as the outer, is properly approxi- 
mated. The muscle may be disregarded. 

This incision has a few disadvantages 
and many advantages as compared with 
the conventional one. The main disadvan- 
tages are as follows: 

1. Exposure of the ureter below the 
proximal third is not so good. Even with 
the conventional incision this is frequently 
inadequate. It is my practice, when neces- 
sary, to expose the ureter at a low level 
in a renal operation, and to make a low 
McBurney incision for exposure in addi- 
tion to the kidney incision. With the pa- 
tient in the supine position this can be 
performed easily and quickly. 

2. The peritoneal cavity will be opened 
inadvertently more often with this ap- 
proach. Except in the presence of infec- 
tion, however, this is of no concern. In 
fact, it is my practice to open the perito- 
neal cavity deliberately in all cases except 
those in which infection exists, and ex- 
plore the abdominal cavity. I do this not 
to hunt down more surgical indications 
but for diagnostic purposes, though if 
additional surgical intervention is indi- 
cated, it is done. This gives the patient 
the benefit of a “first hand” examination 
of all the abdominal organs. Patients are 
grateful for this additional service. 

The main advantages are as follows: 

1. Positioning of the patient on the op- 
erating table is simply and quickly done, 
requiring no tape, straps, braces, flexing 
of legs, or pillows. The patient lies supine 
with the small of the back over the gall- 
bladder or kidney elevator. This is raised 
to the desired height. The table may be 
broken a little also if desired. 


2. The patient lies in a nearly natural 
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position. Chest motion is unimpaired. 
Atelectasis is much less likely to occur, 
and there is less hindrance to the me- 
chanics of circulation. Administration of 
the anesthetic is simpler. 


3. The exposure is excellent and ade- 
quate for almost all renal surgical pro- 
cedures. At first I considered it suitable 
only for thin patients, but with more ex- 
perience I find it is better than the con- 
ventional incision for the obese patient, 
a type that is difficult to operate upon 
through any incision. 

4. This exposure permits a thorough 
systematic abdominal examination. Struc- 
tures adjacent to the kidney are identified 
and packed off, so that they need not be 
injured. 

5. It is the most direct approach to one 
of the most important structures in renal 
surgery, namely, the kidney pedicle. Con- 
trol of the blood supply is one of the first 
mandatory steps to be taken in perform- 
ing a nephrectomy. 


6. The exposure and position are easier 


for the assistants and nurses. Instru- 
ments do not keep sliding off a ridge. The 
self-retaining retractor, (Belfour) hangs 
in the wound in the position desired by the 
surgeon. 


7. The wound closes easily and heals 
firmly, and there is far less postoperative 
wound discomfort. Also, I am sure there 
are fewer postoperative complications. 


8. Both kidneys may be exposed and 
operated upon through one incision, with- 
out change of drapes or the position of 
the patient. 


SUMMARY 


Attention is called to the advantages 
of an old and apparently forgotten sur- 
gical approach to the kidney. The technic 
is described, and its advantages and dis- 
advantages are listed. 
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RESUMEN RIASSUNTO 


Viene richiamata |’attenzione sui van- 
taggi di una via di accesso al rene, caduta 
in disuso; ne vengono descritti la tecnica 
e i vantaggi. 


Se sefalan las ventajas de una via quir- 
urgica vieja y aparentemente olvidada 
para el rinén. Se describe la técnica y se 
enumeran sus ventajas y desventajas. 

ZUSAM MENFASSUNG 


Es wird auf die Vorziige eines alten 
und offenbar in Vergessenheit geratenen 


L’auteur attire l’attention sur une vielle chirurgischen Zugangsweges zur Niere 
technique chiurgicale apparemment tom- hingewiesen. Die Technik des subkostalen 
bée d y or Il 08 1 Einschnitts wird beschrieben und die Vor- 

ée dans l’oubli. Il en cite les avantages 7 iige und Nachteile des Verfahrens werden 


et les désavantages. aufgefiihrt. 


RESUME 


Most of the ethical philosophies of the past have sought to isolate the 
goods of life and to make one or another of them supreme: they have 
looked upon pleasure or efficiency or duty or sacrifice or imperturbability 
or self-annihilation or decorum as the chief end of a disciplined and culti- 
vated spirit. Since no one goes through the world unhurt, and since violence 
and injustice have often had the upper hand, they have sometimes sought by 
a system of supernatural bookkeeping to redress the evils of earthly exist- 
ence in another sphere; but to seek pleasure or immortality or happiness has 
been the common goal of these faiths—if not now, then hereafter. 

There is no sanction in my philosophy for any single set of ends or goals. 
The fact that sunshine is beneficial to the body does not make the Sahara an 
ideal place to live in; and no single principle will produce an harmonious 
and well-balanced life. Values emerge from life at all its levels: there is 
virtue, as Plato saw, in the good shoemaker, quite as much as there is in the 
philosophic guardians of the Republic; and just as a well-organized state 
would destroy the foundations of its existence. 

—Mumford 





Maternal Posture for Correction of Posterior 


Fetal Position 


JOHN F. PUDDICOMBE, M.D., F.I.C.S., D.A.B.S. 
OTTAWA, CANADA 


and, I believe, an original technical 

procedure. So far as I know, nothing 
has been published on the subject, and in 
questioning my associates I have been told 
that none of them has tried or even heard 
of a similar practice. 

The idea came to me one evening when 
I was confronted with a primipara in ac- 
tive labor of about twenty-four hours’ 
duration. The patient was in pain, tired 
and disgusted; the os uteri was dilated 
about 2% fingerbreadths. The patient’s 
relatives were importuning me to “do 
something,” and I myself was dreading a 
second night of worry over the patient’s 
slow progress. The diagnosis of a poste- 
rior presentation was simple—the ques- 
tionable results of abdominal palpation, 
the character of the pains, the fatigue of 
the uterus and, finally, the results of vagi- 
nal examination confirmed it. As to the 
physiologic aspects of the case, I knew 
that the fetus lay on its back along the 
“hump” afforded by the vertebral bodies. 
The back of the fetus being the heaviest 
part and the mother being in the supine 
position, the baby was not likely to turn 
of its own accord and would have no little 
difficulty in getting its shoulders past the 
“hump” if it did turn. 

From the preponderance of anterior po- 
sitions encountered in obstetrics, it can be 
safely assumed that the anterior position 
is the posture of choice for all fetuses. 


ie subject of this paper is a simple 
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Why not, then, try to help the child in 
assuming its natural position? 

With this in mind, I directed the patient 
to turn over and assume the crouch or 
crawl position, on her knees and elbows. 
I suggested that she stay in that posture 
as long as she could. Five minutes later 
I found her lying on her side and having 
much stronger pains. To shorten the ac- 
count of this particular labor, the patient 
was on the table and ready for delivery, 
with the fetus in the right occipital ante- 
rior position, within three hours. 

As physicians were taught many years 
ago, the character and duration of labor 
depend on “the Powers, the passage and 
the passenger.” The importance of the 
Powers and the size and direction of the 
passage were obvious, but in my opinion 
the attitude of the passenger was not given 
sufficient study. I am convinced that the 
thrust of the uterus and strength of the 
accessory muscles is greatly enhanced by 
the natural anterior position of the fetus. 
This, of course, is not news to anyone prac- 
ticing medicine’s first and most important 
art. 

For about a year I resorted to this pro- 
cedure with every lagging labor and was 
so impressed with the results that I asked 
some of my colleagues to try it. Most of 
them have become devotees. Because of its 
simplicity, safety and effectiveness, how- 
ever, the procedure soon got out of hand; 
I found the nurses getting the patients 
into the knee-elbow position of their own 
volition ! 

In order to come to some definite con- 
clusion, I recorded observations on all 
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private patients in my practice, the data 
including the duration of labor at the first 
examination or the examination in which 
I had been able to determine the position 
of the fetal skull in the true pelvis. For 
the sake of simplicity, this stage and the 
stage at which the patient was asked to 
try the knee-elbow position were recorded 
as the same (Table 1). At this time also 
I recorded the extent of cervical dilation 
and, of course, the position (right or left 
occipital) of the fetus. Finally, the fur- 
ther duration of labor to the time of deliv- 
ery and the position of the fetal head at 
the vulva were recorded. 

This report covers only ten months’ ex- 
perience. To those skeptics and critics 


who may claim that the whole idea hinges 
on my ability to determine fetal position 


I can say only that, in the first place, I am 
not exactly a novice; in the second place, 
this is a preliminary report on a small 
series, and in the third place, I am sug- 
gesting only a safe and simple method of 
correcting fetal position, in the hope of 
reducing the duration of labor. Since the 
benefits derived from this method are as 
valuable to me as to the patient, I have 
tried to be as honest as is humanly pos- 
sible. Roentgenograms were not taken, be- 
cause the patients were all private patients 
who would probably have objected to the 
expense; moreover, many would have in- 
sisted on unnecessary and time-consuming 
explanations. 

The aforementioned statistics were re- 
corded in a series of 240 consecutive deliv- 
eries, with 27 instances of employment of 
the knee-elbow posture. In 25 of the latter 
the technic resulted in delivery by ante- 
rior presentation. In only 2, or 4.7 per 
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cent, did the procedure fail; in both of 
these the patients were primigravidae. 
There were 19 cases in which manual rota- 
tion was employed, the posterior presenta- 
tion not having been diagnosed until full 
dilation had occurred or the time for deliv- 
ery had arrived. Therefore, all in all, 
there were 40 cases among the 240 in 
which labor began with the fetus in pos- 
terior presentation. 

In those cases in which the membranes 
were ruptured artificially at the time of 
examination I have included this point; in 
all others the membranes either ruptured 
spontaneously or were finally ruptured ar- 
tificially to induce labor. It is true that 
simple rupture of the membranes as a 
rule will improve the labor and shorten its 
course, but the small number of cases in 
which this occurred in my series does not 
alter to any material extent the overall 
advantage of the method or the conclu- 
sions of this report. 

It can be argued that the total duration 
of labor was not shortened, but the fact 
that, in 25 out of 27 cases, rotation of the 
fetus from the posterior to the anterior 
position was successfully accomplished is, 
in my opinion, significant. In short, here 
is a safe, simple maneuver that costs noth- 
ing and rarely fails to stimulate a lagging 
labor due to posterior presentation. 


SUMMARY 


To improve and shorten labor when the 
fetus occupies a posterior position, the 
author recommends a simple change in the 
posture of the woman in labor, which has 
proved extremely useful to him and bene- 
ficial to his patients. 
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TABLE 1.—Summary of Data* 


Duration of Labor Duration After 
at Time of Knee-Elbow Manner of Rotation of 


Patient Gravida Examination, Hr. Position,Hr. Delivery Fetus 


_= . 16 (12 posterior; rup- 4 Normal ROP to ROA 
ture of membrane) 


Mrs. D. 12 (9 posterior; dila- Normal = LOP to LOA 
tion of 2 finger- 
breadths) 


Mrs. H. 12 (8 posterior; dila- Normal LOP to LOA 
tion of 3 finger- 
breadths) 


Mrs. D. G. 12 (10 posterior; dila- Normal ROP to LOA 
tion of 3 finger- 
breadths) 


20 (16 posterior; dila- Low ~LOP to LOA | 
Mrs. B. tion of 3 finger- forceps 
(twins) breadths) 


Mrs. H. 20 (16 posterior; dila- Low ROP-ROA 
of 2 fingerbreadths; forceps 
membrane artificial- 
ly ruptured) 


9%4 (6% posterior; Low ROP-ROA 
dilation of 2 finger- forceps 

breadths; labor in- 

duced by rupture 

of membrane) 


1814 (14 posterior; Low LOP-LOA 
dilation of 3 finger- forceps 

breadths; labor in- 

duced by rupture 

of membrane) 


Mrs. B. 11 (9% posterior; Low LOP-LOA 
dilation of 2 finger- forceps 
breadths) 


Mrs. D. 8 (7 posterior; dila- 3 Normal LOP-LOA 
tion of 4 fingerbreadths) 


Mrs. C. 12 (9 posterior; dila- Low LOP-LOA 
tion of 3 fingerbreadths) forceps 


Mrs. McK. 6 (3 posterior; dilation Low ROP-ROA 
of 2% fingerbreadths) forceps 


Mrs. C. 5 (4 posterior; dilation Low ROP-ROA 
(Chinese) of 2% fingerbreadths) forceps 


Mrs. H. 10 (Knee position Low LF-LOA 
used throughout forceps 
labor; posture diag- 
nosed abdominally; 
4 previous labors 
with manual 
rotation) 


9 (5 posterior; dilation Low ‘i ROP-ROA 
of 2 fingerbreadths) forceps 


30 (2% posterior; dila- Low LF-LOA 
tion of 2%4 finger- forceps 

breadths; membrane 

ruptured artificially 

to induce labor, be- 

cause of toxemia) 


75 
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TABLE 1 (Continued) 
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Duration of Labor Duration After 
Knee-Elbow 
Position, Hr. 


at Time of 


Patient Gravida Examination, Hr. 


Manner of 
Delivery 


Rotation of 
Fetus 





Mrs. McK. | 27 


Midforceps; 
episiotomy 


Manual 
rotation 
ROP-ROA 





Mrs. C. 15 (10 posterior ; 
dilation of 4 finger- 
breadths; membrane 


ruptured artificially) 


Normal 


LOP-LOA 





13 (10 posterior; dila- 
tion of 2% finger- 
breadths; membrane 
ruptured artificially) 


Low 
forceps 


LOP-LOA 





12 


Low 
forceps; 
episiotomy 


Manual 
rotation 
ROP-ROA 





86 (33 posterior; dila- 
tion of 3 fingerbreadths) 


Normal 


LOP-LOA 





11 (5 posterior; dila- 
tion of 2 fingerbreadths) 


Normal 


LOP-LOA 





15 (12 posterior; dila- 
tion of 2 fingerbreadths) 


Low 
forceps 


LOP-LOA 





11 (8 posterior; dila- 
tion of 2 fingerbreadths) 


Normal 


ROP-ROA 





6 (5 posterior; dila- 
tion of 2 fingerbreadths; 
membrane ruptured 
artificially) 


Low 
forceps 


ROP-ROA 





Transverse arrest at 
full dilation 


Low 
forceps; 
ROA 





27 rs. A. 8% (6 posterior; dila- 
tion of 2 fingerbreadths) 


2% 


Low 
forceps 


LOP-LOA 





*Position confirmed in all cases by vaginal examination. Knee position attempted in 27 cases, with 25 
successful rotations. Membranes ruptured artificially in 5 cases at diagnostic examination and in 3 
cases for induction of labor. 


TABLE 2.—Patients Studied; Manner of Delivery 


No. of 
Patients 


12 3 1 
13 0 
1 0 0 
1 0 





Midforceps 


Low Forceps 
Deliveries 


Deliveries 


Normal 


Gravida 
Deliveries 

















TABLE 3.—Average Duration of Labor Before and After Assumption of Knee Position; 
Average Dilation at Examination 





Average Dilation 
when Examined 


2% fingerbreadth: 
23% fingerbreadth: 


Average Duration After 


Average Duration Before 
Assumption of Knee Position 


Assumption of Knee Position 





3 hr. 1 min. 
3 hr. 15 min. 


11 hr. 2 min. 
9 hr. 30 min. 


Primigravidae 





Multigravidae 
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RESUMEN 


E] autor recomienda un cambio simple 
de posicién en la mujer parturienta, a 
fin de mejorar y acortar el parto cuando 
el feto esta en una posicién posterior, de 
acuerdo con su experiencia este cambio ha 
probado ser extremadamente util y bené- 
fico para el paciente obstétrico. 


ZUSAM MENFASSUNG 


Zur Erleichterung und Abkiirzung der 
Wehen bei der posterioren Lage empfiehlt 
der Verfasser eine einzige Lageverdnde- 
rung der Frau wahrend der Entbindung, 
was sich in seiner Erfahrung als dusserst 
ntitzlich erwiesen hat. 


PUDDICOMBE: POSTERIOR FETAL POSITION 
RIASSUNTO 


Per favorire e abbreviare il travaglio 
quando il feto é in posizione posteriore l’au- 
tore raccomanda di mettere la partoriente 
in un particolare atteggiamento che si é 
dimostrato molto adatto. 


RESUME 


En vue d’améliorer et d’abréger le trav- 
ail de l’accouchement lorsque le foetus se 
trouve en position postérieure, |’auteur 
recommande un simple changement de 
position de la femme. Son expérience lui 
a prouvé la grande utilité de cette mesure, 
et les avantages qu’en ont retirés ses 
malades. 


When Benjamin Franklin invented the lightning-rod, the clergy, both in 
England and America, with the enthusiastic support of George III, con- 
demned it as an impious attempt to defeat the will of God. For, as all right- 
thinking people were aware, lightning is sent by God to punish impiety or 
some other grave sin—the virtuous are never struck by lightning. There- 
fore if God wants to strike anyone, Benjamin Franklin ought not to defeat 


His design; indeed, to do so is helping criminals to escape. 


But God was 


equal to the occasion, if we are to believe the eminent Dr. Price, one of the 
leading divines of Boston. Lightning having been rendered ineffectual by 
the “iron points invented by the sagacious Dr. Franklin,” Massachusetts 
was shaken by earthquakes, which Dr. Price perceived to be due to God’s 


wrath at the “iron points.” 


—Russell 





The Management of Facial Scars 


JOHN R. LEWIS JR., M.D., F.A.CS., F.1.C.S. 
ATLANTA, GEORGIA 


plastic surgeon, facial scars per- 

haps are most resented by the pa- 
tient. Society places a social premium on 
physical attractiveness, and scars would 
seem so avoidable and are so obviously 
abnormal that the patient has an acute 
resentment of them. Neither the family 
doctor nor the plastic surgeon should min- 
imize the importance of scars, even though 
they seem mild at first inspection, for 
often a patient is acutely aware of scars 
that would seem minimal to the casual ob- 
server. For this reason, it is important to 
evaluate the scars in relation to their ef- 
fect on the patient. 

Sears, of course, may be caused in many 
ways. In general, they are caused either 
by infection or by injury. Although auto- 
mobile designers are becoming increas- 
ingly conscious of safety features, auto- 
mobile injuries still account for the great 
majority of severe facial scars. The best 
treatment of unsightly scars will always 
be their prevention. 

The best time to see a facial injury is 
immediately after it happens, for careful 
approximation after adequate débridement 
and cleansing is the key to a well healed 
wound (Figs. 1 and 2). Fine sutures, re- 
moved at the earliest practical date, add 
to the possibility of a good result. Inci- 
sions that cross the lines of cleavage of 
the skin, or of Langer’s natural lines of 
the facial skin naturally will heal with 
somewhat more of a scar than will inci- 
sions that follow these natural lines or 
creases. However, even these can be re- 


QO’ ALL the deformities seen by the 
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paired so as to leave a fine line and an 
insignificant scar (Fig. 2). 

Any scar that is unduly wide, noticeably 
depressed, irregular in contour, elevated 
or bumpy can be improved and should be 
improved. Needless to say, scars that in- 
clude foreign material (traumatic tat- 
toos), or scars that call attention to them- 
selves because of their color, should also 
be removed and repaired. 

Among the infections that result in 
scars, acne is at the top of the list. Acne 
scars are generally multiple and de- 
pressed; they may be small and discrete, 
or they may be wide. There may also be 
deep scarring in the skin, which causes a 
wavering cutaneous surface and may ac- 
company the more discrete scarring (Figs. 
12 and 13). Smallpox and chickenpox 
scars are similar to the scars of acne ex- 
cept for the fact that the deeper scarring 
is usually not present (Fig. 15). The 
pathogenesis of these scars is different, in 
that the infection is limited to the outer 
portion of the dermis and to the epidermis 
in smallpox and chickenpox, barring sec- 
ondary infection. Acne scars are so ofte! 
due to secondary infection, to the traum: 
of squeezing and pustules, and to surgica 
treatment of the pustules. Needless t 
say, overzealous roentgen therapy ma: 
add to the deep scarring in the skin 0 
acne patients. Prevention of such scar 
can best be aided by the care of a compe 
tent dermatologist. Lupus erythematosu 
also may cause scarring about the mouth. 
nose and cheeks, and these scars may b: 
greatly benefited by surgical interventior 


The therapy of scars of the face fall 
into two classifications: (1) surgical ex- 
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Fig. 1.—A, stellate laceration and complete avulsion of part of the eyebrow and eyelid, with com- 


plete through-and-through laceration of the lid. B, appearance after repair and healing. C, appear- 
ance after completed repair, with excision of scar that remained in the eyebrow. 


cision and repair, and (2) surface smooth- 
ing by surgical abrasion. Of course, sur- 
gical excision and repair is the method of 
choice for accidental scars and for the 
larger scars caused by infection. Even in 
cases of acne scarring in which surgical 
abrasion is planned, the wider scars may 
be excised before the abrasion, or in con- 
junction with the abrasion, to give a bet- 
ter result (Fig. 3). 

Scars resulting from automobile acci- 
dents, as from other injuries, should prob- 
ably not be excised and reclosed for six to 


ten weeks after the accident. In case of 
infection, of course, the wait should be 
much longer. Operation is nearly always 
carried out with the region under local 
anesthesia, for block of the sensory nerves 
of the face is quite satisfactory. 

The surgical excision is carefully 
planned beforehand, so that the surgeon 
knows at the time of operation exactly 
what he intends to do. Excision is carried 
out beyond the edges of the scar tissue, so 
that soft, pliable, healthy tissue is closed, 
which prevents the incorporation of any 


Fig. 2.—A, severe lacerations of the scalp, forehead, eyebrow, eyelid and cheek, with avulsion of 

the nose. B, appearance after repair and after excision of one of the forehead scars (the subcu- 

tincular nylon suture is in place). C, appearance after final repair, including repair of nose by 
forehead flap. Scars present used to outline flap. 
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Fig. 3—A, B and C, multiple scars following automobile accident, revealing defect of lower lip 

and scars of forehead, cheeks and lips. D, E and F, postoperative views after excision of multiple 

scars and subsequent surgical abrasion of scars of the forehead and right cheek. Repair of lip was 
carried out by V excision and repair. 


scar tissue in the closure to delay healing 
and give a less satisfactory result (Fig. 
3). The scar is excised in a long ellipse, 
the ends of the incision being brought 
together gradually rather than abruptly, 
and all incisions should be made par- 
allel to the lines of the skin as far as 
possible. Incisions should be made to 
curve over flexion creases rather than 
made as a straight line, which may later 
contract. The incisions through the skin 
are made at right angles to the skin sur- 
face or slightly slanting away from the 
scar, so as to leave no edges of dermis or 
subcutaneous tissue to hold the edges of 
the repaired wound apart when it is closed. 
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A small wedge of subcutaneous tissue and 
dermis is excised from beneath each end 
of the incision, in order to avoid a pucker 
there after closure. The edges of the skin 
are undercut in the subcutaneous tissu 
(not in the dermis), and any protruding 
dermis or subcutaneous tissue that migh‘ 
hold the skin edges apart is trimmed away 
Interrupted Type A white nylon subcuta 
neous sutures are tied deeply. These su 
tures are actually partly intracutaneou: 
(in the dermis) and partly subcutaneous 
and they pull the skin edges together ver; 
snugly (Fig. 4A). That leaves the ski 
sutures to serve the single purpose of pul! 
ing the skin edges in exactly the sam 
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plane and helping to seal the skin off 
smoothly (Fig. 4B). These skin sutures, 
therefore, may be removed in twenty-four 
to forty-eight hours without difficulty. If an 
intracuticular suture of No. 5-0 single fila- 
ment nylon is desired, it may be used in- 
stead of interrupted No. 6-0 braided black 
silk skin sutures. I use the two inter- 
changeably (Fig. 2B). 


An important point in wound closure is 
to leave a clean, dry wound, but ligatures 
are used sparingly. Small mosquito hemo- 
stats are left on the bleeding points for a 
few minutes and may be removed with 
minimal bleeding. Oozing is controlled 
by pressure over the wound for about two 
minutes, or by an epinephrine sponge 
placed in the wound. Larger vessels are 
ligated with Type A white nylon. A pres- 
sure dressing is applied to the wound after 
it has been repaired, and elastic adhesive 
tape is used to maintain this pressure. In 
some cases the dressing is omitted en- 
tirely and ice cold witch hazel compresses 
are applied constantly to the wound 
throughout the day. Three per cent aureo- 
mycin ointment, Bacimycin ointment, or 
any other suitable antibiotic ointment is 
applied to the suture line at bedtime. I use 
this type of postoperative care particu- 
larly for incisions about the eyes, mouth 
and nose, where it is much easier to keep 
the wound clean if it is left open. 


Sears of the nose are repaired similarly, 
careful attention being given to lining up 
the alae and the vermilion border in re- 
pairing scars of the lips (Fig. 5). Fig- 
ure-of-eight single filament nylon sutures 
tied beneath the lip give good approxima- 
tion and support of the lip without buried 
sutures. Similar sutures may be used for 
scars of the alae, but buried sutures are 
use for scars of the nasal tip or the bridge. 


Scars of the lips and eyelids may present 
a special problem, in that a straight line 
closure may be undesirable. A broken line 
closure may be preferred in order to pre- 
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vent any later contracture of the scar with 
a resultant deformity of the eyelid mar- 
gin or lip margin (Figs. 6 and 7). In 
these circumstances a Hagedorn-Le 
Mesurier type of technic is used, so as 
to break the straight line incision and 
prevent an indenture of the lip border 
or the eyelid margin. Secondary harelip 
scars may be excised and transferred 
to the Hagedorn-Le Mesurier flap type 
of repair even though they originally were 
closed in a straight line. The technic re- 
sults not only in avoidance of a straight 
line contracture but in building up fullness 
in the center of the lip and accomplishing 
symmetry of the lip, which is difficult to 
obtain by a straight line repair (Fig. 
6). In infrequent cases in which the tissue 
of the lip is too limited to accomplish the 


e 
AF hain. 


Fig. 4.—A, wound closed by buried white twisted 


nylon sutures after scar excision. Notice close 

approximation even before skin sutures have been 

inserted. B, appearance after insertion of No. 6-0 

silk skin sutures. These are removed in forty- 
eight hours, 


Fig. 5.—A, lip scar with very uneven vermilion 

border. B, appearance after z-plasty to equalize 

the two sides of the lip and even the vermilion 
border. 
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Fig. 6.—A, asymmetric lip with straight line lip 
sear following harelip repair, B, view after ex- 
cision and repair by Hagedorn-Le Mesurier tech- 
nic, bringing scar to midline at vermilion border. 


Fig. 7.—A, straight line lip scar with notching 

of lip following harelip repair in childhood. B, 

appearance after repair by flap method, with ver- 

milion border repair carried to the right corner 
of the mouth as described. 


flap repair, bringing the incision to the 
midline, the incision may be carried to the 
vermilion border and straight along it lat- 
erally, the mucous membrane portion be- 
ing repaired at the lateral aspect of the 
upper lip rather than in the midline (Fig. 
7). An uneven vermilion border may be 
evened up by a small Z-plasty (Fig. 5). 
Burn scars offer a difficult problem. 
Those which cannot be corrected by exci- 
sion and reclosure may be corrected by 
flaps, Z-plasties or skin grafts (Figs. 8, 9 
and 21). Whenever possible, full thickness 
grafts should be used after excision, and 
the skin for these should be taken from 
behind the ears or from the base of the 
neck for best results. For larger areas 
split thickness skin grafts may be used; 
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these may be taken from the abdomen or 
from the medial surface of the thigh. Scar 
tissue of the lateral aspect of the cheek 
and along the jaw line may be completely 
replaced by advancement of the neck skin 
upward and medially, in stages if neces- 
sary (Fig. 10). It is also possible, by Z- 
plasty, to transfer scar tissue to a lower 
area of the cheek, where it may subse- 
quently be excised and replaced by ad- 
vancement of the neck skin. 

Hypertrophic scars are usually due to 
some degree of infection during the healing 
process, to incisions across flexion creases 
and across the normal lines of the skin, 
or to tension in the scar area (Fig. 11). 
These hypertrophic scars can be excised 
and reclosed in the manner aforedescribed, 
tension on the skin surface being relieved 
by buried white nylon interrupted sutures 
catching the subcutaneous tissue and a 
small bit of the dermis. Also, proper post- 
operative support for seven to ten days 
with a pressure dressing, and collodion 
dressings or butterfly strips of adhesive 
tape after this for three or four weeks 
will decrease the tendency toward refor- 
mation of hypertrophic scars. 

True keloids occur, of course, following 
burns in many persons, and following other 
injuries in those with a tendency to 
keloids (Figs. 9, 10 and 11). The current 
knowledge of keloids is still deficient, and 
their treatment is certainly far from ade- 
quate. Some encouraging facts have 
emerged, however, concerning the treat- 
ment of keloids with hyaluronidase. I 
have used hyaluronidase for the past two 
years in the local incision of keloidal scars 
and have used hyaluronidase by injection 
into these keloidal scars during the past 
year. The results obtained by using hyalu- 
ronidase in procaine hydrochloride are 
certainly encouraging (Fig. 11). Hyalu- 
ronidase, even when used with epineph- 
rine in procaine, has a much shorter anes- 
thetic effect, and the oozing in the wounc 
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is considerably increased. Also, if a con- 
siderable amount of epinephrine is used 
in the procaine, the effect of the epineph- 
rine is felt by the patient rather rapidly 
and to a marked degree, because of more 
rapid absorption. For that reason I use 4 
to 5 minims of epinephrine per ounce of 
solution. This usually suffices for the scars, 


Fig. 8.—A, contracted scar of left side of nose 

and left ala. B, appearance after repair by bring- 

ing left ala down and applying full thickness skin 
graft to replace scar tissue. 


and the effect of the epinephrine is not 
too marked. A pressure dressing, of course, 
is used postoperatively, and these scars 
are supported for a total of about six 
weeks, as opposed to three or four weeks 
for the usual scars. The patients are 
given postoperative roentgen therapy rou- 
tinely. If there is recurrence, hyaluroni- 
dase in 2 per cent procaine hydrochloride 
is injected twice weekly as long as this 
tendency to reformation persists. The re- 
sults so far have been highly encouraging. 
The use of ACTH and Cortisone has been 
disappointing, as has the use of roentgen 
irradiation alone. I do give these patients 
large doses of ascorbic acid and attempt 
to have them in good condition when the 
operation is performed. Antibiotics are 
used generously to avoid any degree of 
infection. In injecting the keloids I have 
used 1 to 2 cc. of 2 per cent procaine 
hydrochloride containing 150 units of hya- 
luronidase. Preoperative preparation of 
a keloid by injection of hyaluronidase (8 
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to 12 infiltrations twice weekly or weekly) 
has been recommended by Dr. Cornbleet. 
After excision, he recommends roentgen 
therapy in the amount of eight to twelve 
after-treatments of 90 roentgen units 
daily. The theory of the action of the 
hyaluronidase is that it causes the break- 
down and subsequent removal of the 
ground substance of the excessive fibrous 
tissue and at least temporarily stimulates 
the secretory cycle of the fibroblasts. The 
injection of hyaluronidase certainly sof- 
tens and flattens recent keloids and de- 
creases the pain and itching. Old keloids 
respond more slowly and to a less degree 
and nearly always must be excised after 
preoperative preparation. 


Fig. 9.—A, severe burn scars of the face with 
very uneven rough keloid scars over whole face, 
and contractures of both lips and left upper eye- 
lid. B, appearance after immediate repair by full 
thickness graft to the lips, light surgical abrasion 
to the cheeks and repair of left eyebrow by scalp 
graft, Abrasion of the lip grafts is to be carried 
out to help blend in the grafts and decrease the 
color difference. 


Surgical abrasion of the skin has been 
effective in improving pitted scars due to 


infection (acne, smallpox, chickenpox) 
and uneven scars due to trauma and in- 
fection. Primarily of interest is the de- 
gree of improvement that can be accom- 
plished by this procedure. Experience has 
shown that the depth of the pitted scars 
is not as important as their width. The 
deep scars can be smoothed out remarka- 
bly, though they require deeper abrasion. 
The extremely wide depressions, on the 
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Fig. 10.—A, B and C, severe burns of the face. 


S 


The mouth is open to the fullest extent possible, and 


the nostrils are not open. D, and E, appearance after repair by advancement of neck skin upward 
and medially in multiple stages and full thickness grafts across the nose and upper lip. Also full 
thickness graft to lower eyelids and split thickness graft to the forehead. 


other hand, must frequently be left as a 
wavering surface, though less deep and 
less sharply demarcated than before (Fig. 
12). In general, the more severe the scars, 
the more the degree of change accom- 
plished by operation; the less severe the 
scars, the more nearly perfect the skin 
after operation (Figs. 12, 13 and 14). The 
type of skin also determines the degree of 
smoothing which can be accomplished. The 
very fair complexion and the very fine- 
textured skin respond less favorably than 
do the coarser-textured skin and the ruddy 
complexion; the oily skin responds more 
favorably than does the dry skin. 

Age seems to have no effect on the out- 
come, and my results on patients between 
40 and 60 compare favorably with those 


Fig. 11.—A, keloid scar of the neck. (This may 

more correctly be termed a hypertrophic scar.) 

B, appearance after surgical excision with local 

anesthesia and use of hyaluronidase in procaine. 

(Patient has had no recurrence one year after 
the operation.) 


on adolescents and patients in the twenties. 
Moderate activity of acne has proved to 
be no contraindication, and the patients 
have had less activity after such treat- 
ments. 

Pitted scars due to smallpox and chicken- 
pox respond dramatically (Fig. 15), and 
abrasion is the method of choice as well 
as for treating numerous small traumatic 
scars in a small area, such as result from 
flying glass. Traumatic scars in general 
are improved considerably by surgical 
abrasion if they are uneven or are not 
properly blended into the normal skin con- 
tour (Fig. 3). The abrasion may be 
carried out at the time of surgical excision 
in patients requiring excision, or at a sub- 
sequent date. Patients treated by roentgen 


Fig. 12.—A, acne scars of the cheek with con 

siderable deep scarring. B, postoperative viev 

reveals some wavering of skin surface still pres 

ent but considerable improvement. Surgical abra 

sion was carried out in two stages, with loca 
anesthesia. 
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Fig, 13.—A, B and C 
views revealing considerable improvement after surgical abrasion in three stages. 


ray heal apparently as readily as those 
who have not had irradiation, and the re- 
sults are as good. In some cases there 
has been obvious overuse of roentgen 
therapy and fine crinkly wrinkles have 
appeared in the skin. Abrasion has im- 
proved these considerably (Fig. 16). Ex- 
tensively overtreated patients would be ex- 
pected to have atrophy of the sebaceous 
and sweat glands and hair follicles, and 
thinning of the epidermis with flattening 
of the rete pegs. Since the epidermis re- 
generates from these structures after 
abrasion, one should carry out surgical 
abrasion cautiously and not attempt to 
abrade as deeply. In such cases the skin 
may show more effects from the over- 
treatment than from the acne, reveal- 
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se 


, multiple acne scars of the whole facial skin. D, E and F, postoperative 


ing splotchy pigmentation, telangiectasis, 
crinkly wrinkling and areas of shiny 
atrophy. Abrasion carried out cautiously 
with the rotating disc or brush or with 
fine sandpaper (No. 1), and carried out 
less deeply, improves the texture and 
color of the skin (Fig. 18). Two areas 
clinically thought to be early malignant 
growths have been included among the 
cases of abrasion of roentgen dermatitis, 
with no recurrence in three years. 

Scars following lupus erythematosus are 
usually wide and would necessitate full 
thickness skin grafts if any operation 
other than abrasion were carried out. 
However, if one abrades and levels off the 
edges of the scars, the difference is not 
nearly so noticeable, and no shadow is cast 
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Fig. 14—A and B, multiple scars due to acne. 
These have remained unpigmented when patient 
is exposed to the sun. C and D, appearance one 
year after surgical abrasion, showing improve- 
ment still present and blending out of scars. 


at the scar margin (Fig. 19). Pigmented 
scars or scars containing foreign material 
(traumatic tattoos) are treated in a simi- 
lar fashion. The abrasion is carried out 
as deeply as necessary over the scarred 
areas, and most of the foreign material is 
thereby removed (Fig. 20). As the skin 
heals it covers any remaining foreign ma- 
terial and makes it much fainter and some- 
times invisible. Of course, wide scars con- 
taining foreign material should be excised 
prior to this procedure. 

The technic which I use for surgical 
abrasion has been standardized as follows: 

Preoperative Preparation.—The patient 
is instructed to wash his face, ears and 
neck thoroughly with Phisohex and water 
on the night before the operation and the 
morning of the operation before going to 
the operating room. A sedative is given 
the preceding night and is repeated one 
and one-half hours before the operation, 
and again one half hour preceding sur- 
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gery. Demerol, 100 mg. and atropine 
1/150 gr., are given about thirty minutes 
before the operation. In the operating 
room the facial skin is cleansed with 70 
per cent alcohol or with Phisohex fol- 
lowed by alcohol. 


Operative Technique.—Local infiltration 
anesthesia with 1 per cent procaine hydro- 
chloride containing about 5 minims of 
1:1,000 epinephrine hydrochloride per 
ounce is used. Hyaluronidase may be used 
in the procaine for better diffusion, but 
the anesthetic does not last quite so long 
and oozing is more notable. Blocking of 
the individual nerves results in ,a lumpy 
irregular bed for the abrasion, and an 
even subcutaneous infiltration provides a 
firm smooth area. By using a needle 214 
to 3 inches (6.2 to 7.6 cm.) long, of 22 
to 25 gauge, the infiltration can be carried 
out through one skin puncture without the 
pain involved in multiple punctures. The 
initial site of puncture is usually located 
about 2 cm. lateral and 1 cm. inferior 


Fig. 15.—A and B, smallpox scars of forehead 
nose, cheeks and lips. C and D, appearance afte 
surgical abrasion in two stages. 
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to the external canthus of the eye. The 
needle is then carried medially toward the 
base of the nose through the base of the 
lower eyelid; the needle is inserted, the 
solution is injected slowly as it is with- 
drawn. The needle is withdrawn nearly 
out of the wound and is reinserted in a 
slightly lower and backward direction, 
until an are extending back to the tragus 
of the ear has been transcribed, carrying 
the procaine solution into the whole cheek 
area and the lateral aspect of the chin. 
Through the same point of injection the 
temporal area of the skin may also be 
anesthetized. The forehead is anesthe- 
tized by infiltrating an are across the 
supraorbital area into the temples. 


Abrasion may be carried out either by 
mechanical sanding or by hand sanding. 
If the sandpaper method is used, abrasion 
is carried out by stroking motions, sterile 
(autoclaved) sandpaper, Grade 1 to Grade 
214, being used. This may be wrapped, 


Fig. 16—A and B, multiple acne scars of the 
cheeks and chin with fine crinkly wrinkles follow- 
ing overtreatment by roentgen rays. C and D, 
postoperative views. Note smoothing of scars and 
considerable improvement of roentgen effects. A 
final abrasion has since been carried out. 
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Fig. 17.—A and B, multiple scars of the fore- 
head, cheek and nose following acid burns caused 
by splattering acid. C and D, postoperative 
views. Note the improvement brought about by 
surgical abrasion in three stages performed as 
an office procedure, with local anesthesia. 


rough side outward, about a roll of sterile 
gauze or may be used around the index 
finger. The abrasive motion is always 
carried out parallel to Langer’s cutaneous 
lines, so that no deep scratch will leave 
a permanent scar. A back-and-forth mo- 
tion is used by some, but practically all 
of my abrasive motion is directed down- 
ward or laterally. 

For me, mechanical abrasion has al- 
most completely replaced hand abrasion 
with sterile sandpaper. I use a dental drill 
and a flexible shaft drill interchangeably. 
An ethyl chloride spray in conjunction 
with a blower may be used for anesthesia 
and is best used after preliminary chilling 
with cold packs. I frequently use this 
method for smaller areas; for larger areas 
I still prefer local anesthesia as afore- 
described. The procaine not only serves 
the purpose of anesthesia but fills out the 
depressed areas of the face to make a 
firmer base for the abrasion. The ethyl 
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chloride spray freezes the skin for a few 
moments, so that the abrasion may be 
carried out hurriedly while the tissue is 
hardened and under anesthesia. Procaine 
has the advantage of allowing the sur- 
geon to work on one whole cheek and to 
take his time in working over any par- 
ticular area. Ethyl chloride has the ad- 
vantage of simplicity but the disadvantage 
of hurrying the surgeon, and it does not 
permit the refreezing of an area for a 
second time in case the anesthesia does not 
last long enough. Postoperative pain, with 
delayed healing and prolonged redness, 
may result. 

Mechanical abrasion may be carried out 
by using abrasive bands around a rubber- 


~ 
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shod holder and fine steel brushes of vari- 
ous widths, as recommended by Kurtin. 
The steel brushes are to be preferred if 
the ethyl chloride spray technic is em- 
ployed, but they must be used very care- 
fully to avoid digging and cutting the 
skin. The abrasive bands have the dis- 
advantage of having to be changed fre- 
quently, but they are satisfactory and 
safe. 

The abrasion is carried across the 
cheeks, and it is most safely performed 
in such a way that the abrasive band or 
brush moves in a direction parallel to the 
lines of the skin. I usually hold the drill 
so that the rotation is in a direct parallel 
to the lines of the skin and then move the 


Fig. 18.—A, B and C, severe roentgen atrophy of the facial skin caused by irradiation for acne i1 
early youth. D, E and F, postoperative views. Note improvement in discrete scars, smoothing 0 
skin with improvement in the wrinkles, and improved texture and color of skin. 
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Fig. 19.—A, scars of nose and cheek, resulting 

from lupus erythematosus. B, appearance after 

surgical abrasion in one operation with local an- 
esthesia, 


rotating abrasive transversely to these 
lines, so that the abrasion will not cut 
deeply at any one area. The wire brushes 
may be used in a similar fashion, the brush 
being moved across the cheeks so that it 
cannot cut deeply into the skin. The abra- 
sion is continued until there is an even, red, 
oozing surface. The depth of the scar or 
scars under treatment is a gauge of the 
depth to which the abrasion should be 
carried. When the ethy! chloride freezing 
technic is used, the anesthesia lasts only 
a few moments and is usually beginning 
to wear off by the time the area begins to 
ooze and turn pink. It is best not to re- 
freeze an area for further abrasion. 

The area is then thoroughly cleansed 
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Fig. 20.—A, traumatic tattoo following fall from 

bicycle in gravel. B, appearance after surgical 

abrasion (with local anesthesia) to remove for- 
eign material from skin. 


with Phisohex and water as was done im- 
mediately before the operation. The Phiso- 
hex is thoroughly flushed away and a damp 
saline sponge is applied to the area while 
another area is abraded. An epinephrine 
sponge may be used if oozing is excessive, 
but this is seldom necessary. At the close 
of the procedure a fine-meshed cotton 
gauze saturated with Furacin ointment, 
aureomycin ointment or bacimycin oint- 
ment is applied to the raw surfaces. Over 
this is applied a fluffy gauze dressing, and 
the bandage is anchored by adhesive strips 
to the bridge of the nose and to the 
temples. If the forehead and temples are 
abraded, a head bandage is required, and 
adhesive strips from this are carried down 


immediate repair with flap from upper part of arm. C, photograph of patient, showing extent to 
which she can now open the mouth with the flap repair. 
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on the neck and chin to anchor the bandage 
on the cheeks. 


The external fluffy gauze bandage may 
be changed as desired but is usually not 
changed for three or four days. On the 
sixth or seventh day the external bandage 
is removed, a bland lanolin cream is ap- 
plied to the fine-meshed gauze, and the 
external gauze dressing is reapplied. 
(Sterile petrolatum or some other lubri- 
cant may be used.) Twenty-four or forty- 
eight hours after application of the lano- 
lin cream the whole bandage is removed 
gently, the newly epithelialized cheek skin 
being left intact. It is advisable that only 
gentle cleansing of the cheeks be carried 
out for two or three days and that a bland 
lanolin cream be applied to them morning 
and night. Make-up may be used during 
the day if desired, but it should be washed 
off gently at night and the bland cream 
reapplied. Excessive sunlight on the facial 
skin must be avoided for a minimum of 
two weeks. 

The next stage of surgical abrasion may 
be carried out eight weeks after the first 
stage. The third stage, if needed, is usu- 
ally delayed for eight to twelve weeks 
after the second stage. When a fourth 
stage is indicated, an interval of four to 
six months is usually desirable. 


Milia (whiteheads) may occur in young 
patients or in those who have very active 
sebaceous glands. These usually go away 
without any treatment over a matter of 
weeks, but they may be evacuated indi- 
vidually with a small needle. The next 
stage of abrasion eradicates these milia, 
though a lesser number may occur at each 
succeeding stage. They eventually disap- 
pear of themselves in most cases, but they 
may be evacuated between stages if de- 
sirable. 

With regard to my criticism of the use 
of sterile sandpaper or abrasive bands for 
abrasion of the facial skin, I have yet to 
encounter my first case of granuloma or 
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irritation caused by imbedded sand. This 
material is easily removed from the skin 
after the abrasion has been finished by a 
thorough cleansing with Phisohex and 
water, or by flushing the face with saline 
solution. As to the criticism of general 
anesthesia for this procedure, I must add 
that I perform all my operations with the 
field under local anesthesia as a matter of 
personal choice. I consider it safer and 
better for the patient, and I do not run 
the risk of postoperative nausea and vom- 
iting, with soiling of the bandages. 


SUMMARY 


The advantages and disadvantages of 
surgical abrasion for the patients with 
facial scars are described as follows: 


Disadvantages.—1. More than one oper- 
ation is usually necessary. 2. A wait of 
eight weeks or more between operations 
is advisable. 3. A bandage is necessary 
for seven to eight days after each opera- 
tion. 4. Redness of the treated areas is 
present temporarily after removal of the 
bandage. 

Advantages.—1. The operation is per- 
formed with the region under local anes- 
thesia. 2. The patient may be an inpatient 
or an outpatient, as desired. 3. After-pain 
is minimal or absent. 4. The results of 
treatment are good. 

The only disadvantage for the surgeon, 
the long tedious procedure required, has 
been abolished by the use of mechanical 
abrasion, with no loss of effectiveness. 

Facial scars, from whatever cause, can 
be greatly improved by plastic surgical 
intervention. Either by surgical excision 
and repair of these scars or by surgical 
abrasion of the scars and surrounding 
skin, they may be made much less notice- 
able, which improves the personality of 
the patient and his effectiveness in social 
life and in business. 
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As vantagens e desvantagens da abrasao 
cirtrgica em casos de cicatrizes faciais 
sio as seguintes: 

Desvantagens: 1. Em geral é necessaria 
mais de uma operacao. 2. E aconselhavel 
um intervalo de 8 semanas ou mais entre 
as operacées. 3. E necesséria uma banda- 
gem de 7 a 8 dias apés cada operagao. 
4, Temporariamente mantem-se uma ver- 
melhidao das areas tratadas, apdés a re- 
tirada da bandagem. 

Vantagens: 1. A operacao é feita sob 
anestesia local. 2. O paciente pode estar 
internado ou tratado em Ambulatério. 3. 
A dor pés-operatoria é nula ou inexistente. 
4. Os resultados do tratamento sao bons. 

A unica desvantagem para o cirurgiao, 
0 longo e tedioso processo necessario, foi 
abolido pelo uso da abras&o mecanica, sem 
perda de sua eficacia. 

As cicatrizes faciais, quais sejam suas 


causas, podem ser grandemente corrigidas 


pelas intervencdes plasticas. Quer pela 
exerese cirlrgica e reconstrucao ou por 
abrasao cirtrgica da cicatriz e pele vizin- 
ha, elas podem resultar muito menos per- 
ceptiveis, fato que melhora a personalidade 
do paciente e sua capacidade para fins 
sociais e econdmicos. 


RIASSUNTO 


Vengono descritti—come segue—i van- 
taggi e gli svantaggi dell’asportazione 
chirurgica delle cicatrici della faccia. 

Svantaggi: 1. E’ necessario pit di un 
atto operatorio. 2. Fra un intervento e 
laltro devono passare 8 settimane o pit. 
3. Dopo ogni intervento é@ necessaria una 
fasciatura per sette o otto giorni. 4. Dopo 
rimozione della fasciatura ]’area operata 
si presenta temporaneamente arrossata. 

Vantaggi: 1. L’operazione si fa sotto 
anestesia locale. 2. Il paziente pud essere 
—a suo desiderio—trattenuto in ospedale 
0 no. 8. Minimo o assente é il dolore post- 
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operatorio. 4. I risultati sono buoni. 

L’unico svantaggio per i chirurghi, rap- 
presentato dal lungo e noioso procedimen- 
to, é stato abolito con l’uso di abrasioni 
meccaniche, senza che il metodo ne perda 
in efficacia. 

Le cicatrici facciali, qualunque ne sia 
stata la causa, si possono notevolmente 
migliorare con la chirurgia plastica. Sia 
con l’escissione, sia con |’abrasione chirur- 
gica, esse divengono molto meno evidenti 
contribuendo cosi a migliorare lo stato 
d’animo del paziente e la sua efficienza nel- 
la vita sociale e nel lavoro. 


RESUMEN 


Se describen las ventajas y desventajas 
de la abrasion quirtrgica en pacientes con 
cicatrices faciales: 


Desventajas: 1. Generalmente se re- 
quiere mas de una operacién. 2. Se acon- 
seja esperar ocho semanas o mas entre 
cada operacién. 3. Durante los siete u ocho 
dias después de cada operacién es necesario 
el uso del vendaje. 4. El rubor de las areas 
tratadas se presenta temporalmente des- 
pués de quitarse el vendaje. 


Ventajas: 1. La operacion se realiza con 
anestesia local. 2. El paciente puede ser 
conforme se desee, hospitalizado o exter- 
no. 3. El dolor postoperatorio es minimo 
o nulo. 4. Los resultados del tratamiento 
son buenos. 

La tnica desventaja para el cirujano 
es lo largo y lo tedioso del procedimiento 
requerido, la cual ha sido abolida por el 
uso de lija mecanica sin menor eficiencia. 

Las cicatrices faciales de cualquier causa 
pueden ser mejoradas grandemente por 
intervencion quirtrgica plastica. La extir- 
pacién quirtrgica y la reparacién de estas 
cicatrices o la abrasién quirtrgica de las 
mismas y de la piel circundante puede 
hacerias menos notables, lo cual mejora 
la personalidad del paciente y su situacién 
en la vida social y en sus negocios. 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


ZUSAM MENFASSUNG 


Die Vorziige und Nachteile der chirur- 
gischen Abschabung von Gesichtsnarben 
werden folgendermassen beschrieben : 

Nachteile: 1. In der Regel ist mehr als 
ein Eingriff notwendig. 2. Zwischen den 
Operationen ist eine Wartezeit von 8 
Wochen oder mehr ratsam. 3. Sieben bis 
acht Tage nach der Operation muss ein 
Verband getragen werden. 4. Nach Ent- 
fernung des Verbandes besteht eine zeit- 
weilige Rétung der behandelten Gebiete. 

Vorziige: 1. Die Operation wird unter 
Lokalanasthesie der zu behandelnden Ge- 
gend ausgefiihrt. 2. Der Patient kann nach 
Wunsch sich im Krankenhaus aufhalten 
oder ambulant sein. 3. Schmerzen nach 
der Operation sind minimal oder garnicht 
vorhanden. 4. Die Erfolge der Behandlung 
sind gut. 

Der einzige Nachteil, der den Chirurgen 
betraf, namlich die Lange und Miih- 
seligkeit des Verfahrens, ist durch die 
Anwendung mechanischer Abschabung 
ausgeschaltet worden, ohne dass die Wirk- 
samkeit darunter gelitten hatte. 

Gesichtsnarben kénnen, was immer ihre 
Ursache sein mag, durch plastische chirur- 
gische Behandlung in hohem Masse ver- 
bessert werden. Durch chirurgische Exzi- 
sion und plastische Korrektur solcher 
Narben oder durch chirurgische Abscha- 
bung der Narben und der angrenzenden 
Haut kénnen die Schiden erheblich weni- 
ger bemerkbar werden, was auf die Per- 
sonlichkeit des Kranken und auf seinen 
Erfolg im geschaftlichen und gesellschaft- 
lichen Leben einen giinstigen Einfluss hat. 
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RESUME 


Les avantages et désavantages de l’abra- 
sion chirurgicale des cicatrices faciales 
sont décrits comme suit: 


Désavantages: 1. Une seule opération 
est rarement suffisante. 2. Un intervalle 
de 8 semaines ou plus entre les opérations 
est 4 recommander. 3. Un pansement est 
nécessaire durant 7 ou 8 jours aprés 
chaque opération. 4. I] subsiste une rougeur 
temporaire aprés la suppression du panse- 
ment. 


Avantages: 1. L’opération est faite sous 
anesthésie locale. 2. Le malade peut étre 
traité a la clinique ou ambulatoirement. 
3. Douleurs post-opératoires minimes ou 
absentes. 4. Bons résultats du traitement. 

Les cicatrices faciales, quelle que soit 
leur cause, peuvent étre grandement amé- 
liorées par une opération plastique. Elles 
peuvent étre trés atténuées—soit par |’ex- 
cision et la réparation plastique, soit par 
l’abrasion chirurgicale de la cicatrice et 
de la peau environnante—ce qui améliore 
le moral du malade et son rendement social. 
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the femoral vessels necessitate fur- 

ther exploration of the iliac vessels. 

In approaching the problem, the surgeon 
has the choice of two procedures; one is 
entry into the pelvis through a separate 
low abdominal incision, the other an ex- 
tension of the primary incision by cutting 
across the aponeurosis of the external 
oblique muscle, the inguinal ligament and 
its attached muscles. Both of these meth- 
ods have their evident inconveniences. I 
have circumvented these by resorting to 
the principle of the “abdominal hinge” 
or the “door and knob” method of expo- 
sure of the iliac retroperitoneal space as 
described previously.t This approach to 
the iliac fossa was originally used for the 
en bloc lymphatic excision of the inguinal 
and iliac regions. The satisfactory expo- 
sure of the great vessels during this pro- 
cedure encouraged me to use it in opera- 
tions involving the femoral and _ iliac 
blood vessels. In this communication a 
description will be given of the modified 
procedure for exposure of these vessels. 
Anesthesia.—The choice of anesthesia is 
guided by the condition of the patient. 
Local block and infiltration anesthesia is 
used to advantage for elderly patients 
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with myocardial and/or pulmonary dis- 
ease. Osteotomy of the anterior superior 
iliac spine can be done after infiltration 
of the periosteum with 1 per cent pro- 
caine hydrochloride. 

Position.—The patient is placed in the 
supine position. The hip is slightly flexed 
and abducted. The table can be tilted to 
the opposite side at any time during the 
procedure, to allow the intestines to fall 
away from the side operated on. 

Technic.—If an oblique or a vertical 











Fig. 1.—Familiar diagrams of the external 
iliac vessels and branches as viewed from inside 
the abdomen. On the right, some common anoma- 
lies of the obturator vessels are shown. The 
anomaly in lower right diagram should be kept 
in mind when cutting the inguinal ligament off 
the lacunar (Gimbernat’s) ligament. (Modified 
from Fog. 539, p. 631 of Grey’s Anatomy, 25th 
Ed., Lea and Febiger 1948, Philadelphia). 
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Fig. 2.—A, the great vessels as they pass under the inguinal ligament. This ligament is part of the 
anterior abdominal wall. The fascia lata of the thigh and the iliac and transversalis fasciae are 
attached to the undersurface of its reflected part. B, dark continuous lines in the groin, indicating 
incisions commonly used for exposure of the femoral vessels. Dotted lines indicate their extensions. 


incision was made originally in the groin, 
it is extended cephalad (Fig. 3) ; a down- 
ward extension of the incision is not a 
problem. Next the anterior superior spine 
is exposed. It is drilled at a suitable site 
and osteotomized halfway across, through 
the drill tract (Fig. 4). The iliac retro- 
peritoneal space is reached easily by cut- 
ting the muscles of the anterior abdominal 
wall about 2 cm. from the iliac crest in 
the direction of the abdominal cutaneous 
incision. The surgeon’s finger now easily 
finds and dissects the retroperitoneal loose 
areolar plane. 

The osteotomized anterior superior iliac 
spine is gently lifted and the inguinal liga- 
ment dissected from the iliac fascia and 
the fascia lata by blunt and sharp dis- 
section (Fig. 5). The deep iliac circum- 
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Fig. 3.—Drilling and osteotomy of the anterior 
superior iliac spine. 
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Fig. 4A, cutting of the muscles of the abdominal wall. The iliac retroperitoneum is entered and 

the inguinal ligament freed of its fascial attachments. B, freeing of the inguinal from its fascial 

attachments. The deep epigastric and deep iliac circumflex vessels are clamped, cut and ligated. The 

pelvic retroperitoneal space is dissected. The peritoneum, the transversalis fascia and the abdom- 

inal wall, together with the inguinal ligament in its entirety, can now be retracted upward and medi- 

ally to expose the common iliac vessels. The ureter in this dissection is shelled out with the trans- 
versalis fascia. Note the similarity of “door and knob” to this exposure. 


flex and the deep epigastric vessels are 
clamped and ligated as they come into 
view. Anomalous branches of these vessels, 
if present, are dealt with similarly. The 
danger of injuring the large vessels is 
remote if the separation of Poupart’s liga- 
ment from the underlying fasciae is done 
under vision. 

If an approach to the common iliac 
vessels is contemplated, the inguinal liga- 
ment is freed from the lacunar ligament 
by cutting medialwards to the pubic tu- 
bercle. The abdominal incision at the iliac 
crest is extended cephalad 2 or 3 cm. or 
more, for the same reason. The perito- 


neum, the retroperitoneal fat and the 
transversalis fascia, together with the 
spermatic cord and its structures, are 
easily shelled and retracted medially. The 
ureter, deeper in the pelvis, is treated 
similarly. The surgeon now has an ample 
exposure for the contemplated operation 
on the exposed vessels (Fig. 6). 

The surgical repair is carried out by 
suturing the abdominal wound in layers. 
The anterior superior iliac spine is re- 
attached to its bed by a steel alloy wire 
looped through the prepared drill holes. 
A few interrupted sutures fix Poupart’s 
ligament to the fascia lata. A drain may 
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be left in the pelvic retroperitoneal space 
for a day or two. I close the skin with 
medium-sized nylon and use cotton to the 
deeper tissues. 

The postoperative care is suited to the 
needs of the patient and the demands of 
the vascular surgical procedure. The re- 
paired wound is firm enough to permit 
early ambulation. Removal of the sutures 
may be delayed a few days longer than 
usual, owing to the poor healing of wounds 
occasionally encountered in the groin. 


COMMENT 


In the proper evaluation of surgical 
incisions, the following criteria serve as 
guides’: (1) the primary requisite, ease 
of approach to the underlying diseased 
structures; (2) extensibility of an incision 
without unnecessary trauma and sacrifice 
of important structures; (3) security and 
reliability of closure, and (4) good cos- 
metic results. 

It is beyond the scope of this paper to 
discuss the relative merits of the afore- 
mentioned points. The operative procedure 
herein described fulfills the first three re- 
quirements satisfactorily. Although an 
extraperitoneal approach is used, the vas- 
cular trunk from the common iliac to the 
femoral vessels at the apex of Scarpa’s 
triangle is in the center of the wound 
without undue retraction. Avoidance of 
unnecessary surgical trauma to the under- 
lying tissues and minima! physiologic dis- 
turbance of the neighboring structures are 
other desirable features of this procedure. 
The inguinal ligament and the two muscles 
arising from its reflected portion are 
spared in this approach to the iliac retro- 
peritoneal space; moreover, the inguinal 
canal and the structures of the internal 
abdominal ring are not traumatized, which 
diminishes the incidence of postoperative 
incisional herniation. This principle of 
extension of the wound with minimal trau- 
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ma to structures has been worked out by 
Henry for the limbs.? Finally, the ease 
of the immediate repair and its reliable 
end results are natural consequences of 
the aforementioned points. 

One undesirable feature of the incision 
is its relatively poor cosmetic result. The 
incision bisects the Langer lines of ten- 
sion at the groin, and this in time causes 
diastasis of the scar. However, since the 
scar is on an unexposed part of the body, 
it may not be a serious drawback. 


SUMMARY AND CONCLUSIONS 


Incisions in the femoral triangle com- 
monly used for operation on the femoral 
vessels could be extended by the “door 
and knob” technic into the iliac fossa, 
thus exposing satisfactorily the vascular 
trunk from the bifurcation of the aorta 
to the apex of the femoral triangle. Owing 
to minimal sacrifice of tissue and function, 
the surgical repair is easy and reliable. 


ZUSAMMENFASSUNG 


Der bei Operationen an den Oberschen- 
kelgefissen tibliche Einschnitt in das Ober- 
schenkeldreieck lasst sich mit Hilfe der 
sogenannten “Tiir und Griff’”—Technik in 
die Darmbeingrube hinein ausdehnen. Auf 
diese Weise kann man den ganzen Ge- 
fabstamm von der Bifurkation der Aorta 
bis zur Spitze des Oberschenkeldreiecks 
gut exponieren. Da es nur zu einem mini- 
malen Verlust an Gewebe und Funktion 
kommt, ist die chirurgische Wiederherstel- 
lung einfach und zuverlassig. 


RESUME 


Les incisions dans le triangle de Scarpa 
pratiquées couramment dans |’opératio1 
des vaisseaux fémoraux, pourraient étré 
complétées par la technique du “door anc 
knob,” exposant ainsi de facon satisfaisan 
te les éléments vasculaires du triangle d 
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Scarpa. Etant donné la plaie minime que 
cette technique provoque, la réparation 
chirurgicale des tissus est facile et sans 


danger. 


SUMARIO 


As incisées no triangulo femoral, comu- 
mente usadas em operacées sobre os vasos 
femorais, poderiam ser ampliadas, para 
atingir a fossa iliaca, expondo assim satis- 
fatoriamente o tronco vascular desde a 
bifurcaio da aorta ao apice do triangulo 
femoral. Devido ao sacrificio minimo de 
tecidos e de funcao, o tratamento cirtirgico 
torna-se facil e seguro. 


RIASSUNTO 


La usuale incisione nel triangolo di 
Scarpa per la scopertura dei vasi femorali 
pud essere allargata fino alla fossa iliaca, 
con un particolare metodo, in modo da 
poter esporre i vasi dalla biforcazione aor- 
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tica fino all’apice del triangolo. L’incisione 
é economica e guarisce bene. 


RESUMEN 


Las incisiones en el tridngulo femoral 
comunmente usadas para la operacién en 
los vasos femorales pueden extenderse por 
una técnica especial hasta la fosa iliaca, 
exponiéndose asi satisfactoriamente el 
tronco vascular a partir de la bifurcacion 
de la aorta hasta el vértice del tridngulo 
femoral. Debido al sacrificio minimo del 
tejido y la funci6én, la reparacién quirtr- 
gica es facil. 
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No man says in the morning: ‘A day is soon over, let us wait for night.’ 
So far from that, we are musing at eve on what we shall do on the morrow. 
We should be very sorry to spend a single day at the mercy of the weather 
and troublesome persons; we should not dare to leave the disposal of a few 
hours to chance; and we are right. For who can count on spending one hour 
free from the spleen, unless he takes care to fill that short space as he 
would choose? However what we should never dare count upon for an hour 
we will sometimes count upon for a whole lifetime, and say: ‘What fools we 
are to be so troubled about the future!—that is, What fools we are not to 
trust our fate to chance, and to provide for the interval between us and 


our death.’ 


—V auvenargues 





A Study of Ureteropelvic Obstruction 


and Its Treatment 
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and 
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stimulating work has been done on 

the surgical treatment of uretero- 
pelvic obstruction in an attempt to save 
renal parenchyma that has been sacrificed 
in the past. Different methods of repair 
have been devised to relieve the obstruc- 
tion and to regain the use of the remain- 
ing kidney tissue. 

By far the two most popularized sur- 
gical methods of plastic repair are the 
Foley Y plasty! with variations and the 
intubated ureterostomy procedure advo- 
cated by Davis.2 These procedures utilize 
some form of ureteral splint to gain their 
best results. The development of a nephros- 
tomy tube by Cumming provided a splint 
over which the repaired ureteropelvic 
juncture could lie during the healing pe- 
riod,.and this tube has added great im- 
petus to the attempt to solve the problem. 

During the past five years the members 
of the Hawes Clinic and their associate, 
Dr. P. L. Freeman, had occasion to oper- 
ate on 29 kidneys in 27 patients with hy- 
dronephrosis due to noncalculus uretero- 
pelvic obstruction. Of this group, 7, or 24 


[) stimu the past two decades much 
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per cent, had undergone primary nephrec- 
tomy because it was the impression that 
the hydronephrosis had destroyed approxi- 
mately 90 per cent of the renal paren- 
chyma. This conclusion was a clinical one, 
made at operation. The remaining 22 kid- 
neys were treated conservatively by one 
of three procedures: the Foley Y plasty, 
the severing of an aberrant vessel with 
nephropexy, and the use of an intubated 
ureterostomy with a gallbladder T tube 
at the site of repair. This study concerns 
mainly these procedures and an evaluation 
of end results generally. 

Incidence.—In this series there were 15 
female and 12 male patients, with 29 kid- 
neys involved. In 16 the condition oc- 
curred on the right and in 13 on the left. 
Two patients had bilateral involvement 
and in each case one kidney was removed 
because of Grade III hydronephrosis anc 
a very thin cortex. The slight predomi 
nance of the female over the male maj 
mean nothing so far as this problem i: 
concerned; however, because of the re 
dundancy and varying periods of uretera 
obstruction that occur in pregnant women 
one wonders whether women do not hav: 
noncalculus obstructions of the upper par 
of the urinary tract more frequently thar 





VOL. XXIII, NO. 1 


men do. 

Etiologic Factors. — Fundamentally 
speaking, the etiologic factors break down 
‘o three essential abnormalities: (a) ob- 
ttructing aberrant vessels, (b) intrinsic 
stricture and (c) adhesive bands. High 
nsertion of the ureter in the pelvis must 
e considered a cause of obstruction and 
hydronephrosis, although it was not ob- 
served in any of our cases. Congenital 
‘alves are also a cause of obstruction and 
iydronephrosis, but they are infrequent. 
t must be remembered that a combina- 
‘ion of problems may be present. Aber- 
‘ant vessels or adhesive bands are fre- 
juently associated with intrinsic stricture 
f the ureter. No procedure is complete 
until every possible cause for obstruction 
has been explored by calibrating the ure- 
ter so that no such stricture will be left 


. ad 
Fig. 1 (Case 1; Mrs. W. H. C., aged 49).—A, 
preoperative retrograde pyelogram with the pa- 
tient in upright position demonstrating a ptosed 
hydronephrotic right kidney with obstruction at 
the ureteropelvic juncture. B, twelve-minute de- 
layed emptying time film, demonstrating complete 
retention of the contrast medium. C, six-week 
postoperative retrograde pyelogram; Foley plas- 
tie operation with splinting of the ureter and 
nephrostomy drainage. Note the reduction in 
size of the hydronephrosis and the patent ureter. 
The pathologic lesion was stenosis of the uretero- 
pelvic juncture with no aberrant vessel. Preop- 
eratively the patient had chills, fever, recurrent 
pyuria, and dull aching pain in the right side of 
the back. One year after the operation patient 
had remained well. 
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behind after removal of an aberrant ves- 
sel. In 15 of our cases the obstruction was 
due to aberrant vessels, in 10 to intrinsic 
stricture and in 4 to adhesive bands. In 
2 cases a combination of adhesive bands 
and intrinsic stricture was observed. 


Symptoms.—In the majority of cases 
the principal symptom is pain in the loin 
on the involved side; this may be mild or 
severe. In some cases there are no com- 
plaints at all, the process being discovered 
in routine analysis or as part of a work- 
up conducted because of persistent pyuria. 
I have observed bilateral congenital ure- 
teropelvic obstruction in 2 cases in which 
the only complaint was of painless hema- 
turia and the patient came to have this 
condition treated. Gastrointestinal symp- 
toms are common and confusing; and the 
pain may be like a gas pain and often is 
associated with nausea and vomiting. Pal- 
pable masses are not common but some- 
times are the presenting complaint. Symp- 
toms referable to the lower part of the 
urinary tract are not common but do oc- 
cur. 


Diagnosis.—The diagnosis is made by 
retrograde pyelographic study. In several 
cases of recent date the condition would 
have been completely missed if retrograde 
studies had not been done, because the in- 
travenous studies revealed no abnormality. 
When mild early obstruction is detected, 
the best results are obtained by the meth- 
ods outlined. Films showing delayed emp- 
tying time provide a gocd picture of renal 
status and the patency of the ureteropelvic 
juncture. This procedure should be carried 
out as a part of the workup in every case 
of ureteropelvic obstruction. The thick- 
ness of the cortex in a case of Grade 3 or 
Grade 4 hydronephrosis can be determined 
by roentgen methods with a view to as- 
certaining whether conservative treatment 
is valid or not. The exact causes of ob- 
struction, however, can be determined only 
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at operation and even then sometimes 
with difficulty. The use of aortographic 
technics is being popularized and may 
offer something further in the way of 
more accurate preoperative diagnosis, 

Treatment.—The successful treatment 
of hydronephrosis due to noncalculus ure- 
teropelvic obstruction requires knowledge 
of the etiologic factors involved in this 
condition and a proper recognition of them 
at the time of operation. The method of 
treatment depends upon the problem pre- 
sented. It is our hope that this group of 
cases will provide the basis for an ad- 
vance in the evaluation of procedures cur- 
rently in use. 


Henline and one of us (C. J. H.)* in 
1948 reported 52 operative cases of ure- 
teropelvic obstruction and concluded that 
the Foley Y plasty was generally more 
successful in their hands when it was 
combined with nephrostomy drainage and 
splinting of the ureter for six weeks. 


There has been much controversy with 
regard to the length of time for which 
the splinting catheter and the nephrosto- 
my tube should remain in place after the 
operation. Many urologists maintain that 
eight to ten days is sufficient; in our opin- 
ion, however, the majority agree that six 
weeks is the ideal period. The splinting 
catheter maintains proper alignment of 
the ureter while postoperative fixation of 
tissue occurs. Since the final result de- 
pends on the patency of the ureteropelvic 
juncture plus a non-kinked ureter, it would 
seem that one should be in no hurry to 
remove the splinting catheter. Davis, in 
experimental work on dogs, proved the 
efficacy of the six-week intubation by 
showing that this length of time is needed 
to allow the mucosa and muscularis or 
fibrous tissue to bridge the gap of a ure- 
terostomy incision. He also showed how 
peristalsis returns to a plastically repaired 
ureter. The effect of infection on the heal- 
ing process and therefore the length of 
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A B | # 
Fig. 2 (Case 2; Mr, T. H., aged 28).—A, pre- 
operative retrograde pyelogram with the patient 
in the upright position, demonstrating a hydro- 
nephrotic right kidney with ureteropelvic ob- 
struction. B, twelve-minute delayed emptying 
time film, showing complete retention of the dye. 
C, seventeen-day postoperative pyelogram, show- 
ing a decrease in the hydronephrosis and patent 
ureter. This patient’s complaints were all gastro- 
intestinal, nausea, vomiting and epigastric pain 
being the predominant ones. A Foley Y plastic 
operation was performed, and the splinting tube 
was removed in seventeen days. The pathologic 
lesion was an aberrant vessel and ureteropelvic 
stenosis. The splint was removed too soon, but 
the patient resided over a thousand miles away 
and insisted that it be removed before he re- 
turned home. Retrograde pyelogram taken one 
year after the operation shows the right upper 
portion of the urinary tract to be normal. 


time for which intubation will be required 
is a question to be decided by time. 

Furthermore, the surgical procedure 
chosen must be the one best adapted to 
the correction of a given deformity. The 
technic used should restore a satisfactorily 
draining pelvic-ureteral outlet. 

The problems mentioned earlier can he 
solved by various methods, but all com- 
plete plastic repairs need prolonged n:- 
phrostomy drainage and splinting of tle 
repair area. When this is neglected, se°- 
ondary contracture and distortion at tle 
site of the repair will vitiate the initi J 
surgical correction, no matter how metic’- 
lous the technic. 

Henline and one of us (C. J. H.)* n 
1948 concluded that their success in co - 
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Fig. 83 (Case 8; H. C., aged 46).—This patient 
was hospitalized on account of epigastric pain 
radiating to the right side of the back. Urinaly- 
sis was normal. A, right retrograde pyelogram, 
demonstrating Grade IV hydronephrosis with 
ureteropelvic obstruction, The left kidney was 
normal. B, twelve-minute delayed emptying time 
film, showing complete dye retention. At the time 
of operation the renal parenchyma was so thin 
that it seemed any plastic procedure on the ure- 
teropelvic juncture was doomed to failure; con- 
sequently a nephrectomy was performed. 


servative ureteropelvic surgical procedures 
depended to a great extent on the fulfill- 
ment of certain fundamental principles. 
First, the diagnosis should be made with 
the aid of a ten-minute delayed roentgen 
film after retrograde pyelographic study. 
The site of the obstruction can be seen, 
and the delay in the emptying time is ap- 
parent. Second, the exact cause of the 
obstruction must be sought and corrected 
at the time of operation. Adequate visual- 
ization at operation is of prime impor- 
tance. Henline expressed the opinion that 
intrinsic stenosis at the ureteropelvic junc- 
ture is the most common cause of obstruc- 
tion. If aberrant vessels or bands are 
present, their separation may relieve only 
part of the cause of the obstruction. The 
intrinsic stenosis should always be looked 
for and remedied if success is to be at- 
tained. 
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The third principle is that the deformity 
must be adequately corrected. Generally 
speaking, a longitudinal incision is made 
at the ureteropelvic juncture, as in the 
Davis procedure. This may or may not be 
extended into the Foley Y plasty proce- 
dure, depending upon the redundancy of 
the pelvis and the length of the stricture 
present. Portions of grossly redundant 
pelves can be removed, with extension of 
one of the arms of the Y plasty. If there 
is a fibrosed area in the ureter, this area 
may have to be excised as described by 
Henline and Menning.‘ In the presence of 
high insertion of the ureter an inverted 
Y plasty as described by Gibson® may be 
performed, the V of the Y being the ureter 
and the leg of the Y going down on the 
pelvis. As described in Henline’s article, 
the method of transplantation of the 
ureter, together with a rosette of pelvis, 
to the lower pelvis may be used effica- 
ciously. Fourth, the third principle is 
likely to fail unless nephrostomy drainage 
is established to divert the urine and a 
catheter inserted as a splint down the 
ureter. As has been stated, these splints 
should be left in place for six weeks for 
adequate fixation of surrounding struc- 
tures and regeneration of ureteral ele- 
ments. The salient points with regard 
to diagnosis and surgical correction of 
ureteropelvic obstruction have been men- 
tioned. 

The pitfalls in repair of this deformity 
consist in severing aberrant vessels with- 
out a complete additional calibration of 
the ureteropelvic juncture and visualiza- 
tion of the pelvis. The use of T tubes for 
splinting the ureters as employed in 4, 
or 12 per cent, of our cases is to be 
frowned upon and has been discarded by 
us because of poor results. We mention 
it only to condemn it. 

In 7 cases, or 28 per cent, Foley Y plas- 
tic procedures were done, and, with the 
fundamentals of treatment carried out, 
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good results were obtained uniformly 
Our mortality rate was zero, and to date 
no postoperative nephrectomies have been 
needed. 

In 10 cases, 37 per cent of the group, 
aberrant vessels were severed and Lowsley 
nephropexies performed. These were cases 
in which a definite kink was observed at 
the ureteropelvic juncture, and the ne- 
phropexy relieved the kink. In all of such 
cases the ureteropelvic juncture should be 
visualized from the inside and calibrated. 
This procedure was carried out in some 
of these cases, but not in all as it should 
have been. 

The most commonly used splinting cath- 
eter and nephrostomy tube is the one de- 
vised by Cumming and bearing his name. 
The main disadvantage of this tube is that 
the splint is necessarily removed with the 
nephrostomy tube. Henline and one of us 
(C. J. H.) used a No. 10-12 urethral cathe- 
ter for the ureteral splint and a wing 
tipped urethral catheter for the nephrosto- 
my tube. 

It occurred to one of us (G. A. H.) that 
the use of a polyethylene tube passed 
through an extra lumen of a Foley bag 


HAWES NEPHROSTOMY TUBE 


\ 


Ps 


NT LE POLYETHYLENE TORE 


Fig. 4——Hawes Nephrostomy Tube. (Manufac- 
tured by The American Cystoscope Makers, Inc.) 
This nephrostomy tube consists of a No, 22 F 
30 cc. Foley bag catheter, with a second lumen 
permitting the passage of a No. 12 F polyethylene 
tube, which is passed down the ureter to act as 
a splint. The lowermost insert demonstrates 
the bag inflated, with the polyethylene tube pass- 
ing through the second lumen of the Foley cathe- 
ter. The upper insert is a sagittal section of 
the distal portion of the catheter, demonstrating 
the lumens for urinary drainage, for the poly- 
ethylene tube and for distention of the Foley bag. 
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catheter, bridging the ureteropelvic repair 
area, would be a step in the right direction. 
This would reduce to a minimum all ir- 
ritating factors and possibly reduce in- 
fection at the site of repair. 

With this in mind, a tube was devised 
in which a polyethylene tube would be 
used as a splinting catheter and could be 
left indwelling at various levels down the 
ureter. It could be removed at any time, 
and its firm consistency would keep it 
from working out. The main advantage 
in removing the polyethylene splint with 
the nephrostomy tube in place is that one 
can immediately inject skiodan into the 
renal pelvis and outline the ureter and 
pelvis, thereby visualizing the status of 
the repair before removal of the nephros- 
tomy tube. 

This new tube is illustrated and de- 
scribed in Figure 4. It is hoped that it will 
help solve some of the surgical problems 
connected with ureteropelvic obstruction. 


SUMMARY 


1. The etiologic factors, symptoms, diag- 
nosis and treatment of ureteropelvic ob- 
struction are described. 

2. An evaluation of methods of treat- 
ment is made from the experience of 27 
patients with 29 kidneys treated. 

3. The pitfalls of inadequate surgical 
examination and treatment are empha- 
sized. 

4. The new type of nephrostomy tube 
with a polyethylene splinting catheter is 
presented as an addition to the treat- 
ment of noncalculus ureteropelvic obstruc- 
tion. 


SUMARIO 


1. Sao deseritos os fatores etiolégicos, 
sintomas, diagnéstico e tratamento da ob- 
strucéo ureteropélvica. 

2. Com a experiéncia obtida com 27 pa- 
cientes e 29 rins tratados, é feita uma 
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apreciacéo dos métodos de tratamento. 

8. Sao acentuados os perigos do exame 
e tratamento cirurgicos inadequados. 

4. E apresentado novo tipo de tubo de 
nefrostomia por meio de cateter modela- 
dor ce polietileno. 


RESUMEN 


1. Se describen los factores etilégicos, 
sintomas, diagnéstico y tratamiento de la 
obstruccién ureteropélvica. 

2. Se hace la valorizacién de los métodos 
de tratamiento a partir de la experiencia 
obtenida en 27 pacientes a los cuales se 
trat6 29 rifiones. 

3. Se senalan los puntos sobresalientes 
de las exploracién y tratamiento quirtr- 
gicos inadecuados. 

4. Se presenta un nuevo tipo de tubo 
para nefrostomia con un catéter de polie- 
tileno. 


RIASSUNTO 


1. Vengono descritti i fattori ettiologici, 
i sintomi e la cura delle ostruzioni uretero- 
pelviche. 

2. I metodi di cura sono stati valutati 
sulla base dei risultati ottenuti in 27 pa- 
zienti (29 reni trattati). 

3. Si deve porre grande attenzione ai 
danni che derivano da esami o cure in- 
sufficienti. 

4, Esiste un nuovo tipo di tubo per ne- 
frostomia utile per la cura delle ostruzioni 
ureteropelviche non calcolose. 


ZUSAM MENFASSUNG 


1. Es werden die Ursachen, die Symp- 
tome, die Diagnostik und die Behandlung 
der Obstruktion des Ubergangs des Nieren- 
beckens in den Harnleiter beschrieben. 

2. Der Wert der Behandlungsmethoden 
wird auf Grund der Erfahrungen an 27 
Patienten, bei denen 29 Nieren behandelt 
wurden, gepriift. 

3. Auf die Gefahren unzureichender 
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chirurgischer Untersuchung und Behand- 
lung wird hingewiesen. 

4. Als neuer Beitrag zur Behandlung 
von nicht durch Steine hervorgerufenen 
Verstopfungen des Uberganges des Nieren- 
beckens in den Harnleiter wird eine neue 
Form eines Nierendrainagerohrs mit 
einem schienenden Polyethylenkatheter 
eingefiihrt. 


RESUME 


1. Les facteurs étiologiques, les symp- 
tomes, le diagnostic et le traitement de 
lobstruction urétéro-pelvienne sont dis- 


cutés. 

2. Les méthodes de traitement sont 
étudies sur la base d’une expérience de 27 
malades avec 29 reins traités. 

3. Les dangers de |’examen chirurgical 
et du traitement inadéquants sont soulig- 
nés, 

4. Le nouveau type de tube de néphros- 
tomie avec sonde a polyéthyléne est présen- 
té. 
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Hemorrhage as a Complication of Peptic Ulcer 


L. J. STARRY, M.D., F.A.C.S., F.1.C.S., AND FRANK E. DARROW, M.D. 


OKLAHOMA CITY, OKLAHOMA 


realization of the confusion and un- 

certainty that exists today in medical 
literature and practice with reference to 
the proper treatment of bleeding peptic 
ulcer. Although it is the most common 
complication, the treatment has as yet 
not crystallized and is obscured by argu- 
ment, debate and controversy. It is our 
intention to make an effort to clarify this 
known situation in the light of these re- 
ported experiences. 

The source of our material is the list of 
admissions to the University of Oklahoma 
Hospital and affiliated hospitals during the 
past decade. We have observed a some- 
what higher percentage of bleeding ulcers 
than has been reported from other parts 
of the United States.! Of a total number 
of 1,579 ulcers there were 437 that bled or 
27.6 per cent. The greatest percentage oc- 
curred in 1953, when 32 per cent of ulcers 
admitted were bleeding. Likewise, we 
noted the usual seasonal variation, with 
an exception, as well as sex and age inci- 
dence. 

In our opinion it is important to differ- 
entiate between the bleeding and the 
hemorrhaging ulcer. With the former 
there is usually a situation characterized 
by some little bloody mucus in the vomitus 
and a few tarry stools. This situation is 
easily controlled as compared to that of 
the patient admitted with vascular col- 
lapse, circulatory instability and the color 
characteristic of extensive blood loss. We 
have rather arbitrarily set up, as a crite- 


aa study was undertaken in full 
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rion, 4,000,000 red blood cells per cubic 
millimeter, with 12 Gm, of hemoglobin, as 
the point of division between simple bleed- 
ing and hemorrhage. By this standard, 20.8 
per cent of the ulcers in our series were 
characterized by bleeding; we diagnose 
massive hemorrhage only when, on the 
patient’s admission, the hemoglobin con- 
tent of the blood is below 7.5 Gm. or the 
erythrocyte count below 2,500,000 per 
cubic millimeter, with a hematocrit read- 
ing below 25 per cent packed cell volume. 
Twenty-two per cent of our patients were 
classified as having massive hemorrhage. 

It is important to take note of the age 
of the patient with hemorrhage, particu- 
larly if he is in the sixth or seventh decade 
of life. As has been emphasized a person 
at that age level has suffered longer from 
the disease; there are more scarring and 
callus, deeper penetration and more rigid 
vessels. Likewise, the heart, kidney and 
brain are more susceptible to the anoxemia 
that accompanies massive hemorrhage. 
Elderly patients cannot bear blood loss 
well.2. It should be mentioned, however, 
that younger persons may also die of hem. 
orrhage. 

We have found no basis for the some- 
times expressed opinion that hematemesi 
is more serious than melena.? Its principa 
effect is to bring the patient more prompt): 
to the doctor, since the vomiting of brigh 
red blood is one of the most alarming ex 
periences of life. 

Roentgenologists vary as to the advis 


ability of examination during or soon afte 


the hemorrhage. If the examination ca 
be accomplished without trauma, it woul 
seem safe, particularly if there is any ques 
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tion as to the source of the hemorrhage. 
In a good percentage of cases this can be 
determined by roentgen study or opera- 
tion. 

We have also been unable to find a great 
difference between the prognosis of gas- 
tric and that of duodenal ulcer; so little, 
in fact, that there is no reason why 
examination or treatment should be dif- 
ferent. The possibility of gastric ulcer, 
however, should always be considered. The 
diagnosis of a hemorrhaging gastrojejunal 
or stomal ulcer is sufficient to indicate sur- 
gical attack without further examination 
provided the general condition of the pa- 
tient is good. Esophageal ulcers and di- 
verticulum ulcers have been so few in this 
series that we do not consider it necessary 
to include them. 

With the diagnosis accurately made, 
what is the proper treatment? If the pa- 
tient is classified as “bleeding,” watchful, 
expectant medical therapy is definitely in- 
dicated. If hemorrhage is present, sur- 
gical treatment fulfills all that can be rea- 
sonably expected. When operation has 
been decided upon, what should be its type 
and its extent? In our opinion the best 
results may be anticipated from adequate 
resection by the Hoffmeister type of Polya 
operation. 

After such procedure, however, one can- 
not tell the patient that he has been cured. 
In our cases recurrent hemorrhage has oc- 
curred after all of the recognized pro- 
cedures: (1) the attempt to seize and con- 
trol the bleeding point; (2) vagotomy and 
gastrojejunostomy; (3) antral occlusion 
and resection, and (4) the various types 
of resection including the ulcer area. All 
have been followed by stomal ulcers and 
hemorrhage. In such a situation, we are 
faced with a precarious choice—not alone 
as to the surgical procedure but as to 
postoperative advice. The best results re- 
ported in the past year have occurred after 
adequate resection and vagotomy.‘ The 
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surgeon’s individual experience must di- 
rect the decision. 

No surgical problem is more pressing 
than that presented by treatment of the 
complications of hemorrhaging peptic 
ulcer. Only by experience can we hope 
to arrive at a satisfactory solution. Gas- 
tric resection is not to be undertaken light- 
ly. It should be classified with the amputa- 
tion of an extremity—the result is always 
a cripple. Each surgeon must be guided 
by the results obtained. It does seem, how- 
ever, reasonable to substitute a digestive 
cripple for a patient who lives constantly 
under the threat of massive hemorrhage. 


SUMMARY 


The authors presented the results in a 
study of these 437 cases. The incidence of 
hemorrhage is recorded, thus somewhat 
clearing the etiologic background. A 
working classification is presented. The 
still obscure question of therapy is dis- 
cussed. Finally, the authors’ opinion as to 
the most effective procedure, as learned 
from this study, has been mentioned. 

Hemorrhage is the most common com- 
plication of ulcer. It is likewise the most 
urgent and dramatic. Its frequency is in- 
creasing in the same proportion as that of 
ulcer itself. The usual seasonal increase 
in ulcer symptoms of spring and autumn 
likewise shows an increase of associated 
hemorrhage. Added to this there is a 
marked increase in December. ‘This may 
be explained by the celebrations so com- 
mon at that time or by income tax dead- 
lines. 

The incidence of hemorrhage in women 
is likewise increasing. The explanation 
may lie in the so-called “coffee breaks” in 
offices and industrial plants and the 
marked increase in cigarette consumption 
among women, as well as the frequent 
cocktail parties attended by both sexes. 

- Earlier surgical treatment offers the 
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best hope of reducing the mounting inci- 
dence of this complication. 


SUMARIO 


A hemorragia é a complicacao mais 
comum da ulcera, sendo concomitantemen- 
te a de maior urgéncia e dramaticidade. 
Sua freqiiéncia tem aumentado na mesma 
proporcao que a da propria tlcera. O re- 
crudescimento dos sintomas da tlcera na 
primavera e no outono é acompanhado por 
aumento da associacaéo da hemorragia. 
Registra-se ainda acentuado aumento em 
Dezembro; tal fato pode ser explicado 
pelas comemoracées tao comuns nessa épo- 
ca, ou pelas dificuldades decorrentes do 
imposto de renda. 

Da mesma forma tem aumentado a in- 
cidéncia de hemorragia em mulheres. Tal 
fato pode ser devido ao uso freqiiente do 
café em escritérios e fabricas e ao aumen- 
to do consumo de cigarros entre mulheres, 
bem como aos freqiientes “cocktail parties” 
freqiientados por ambos os sexos. 

O tratamento cirtirgico mais precoce 
oferece a melhor possibilidade para se 
reduzir a ascendente incidéncia desta com- 
plicacao. 


RESUME 


L’hémorragie est la complication de 
lulcére la plus courante. Elle est aussi 
la plus urgente et la plus dramatique. Sa 
fréquence est proportionnelle a celle de 
l’ulcére. L’augmentation saisonniére habit- 
uelle des symptémes de l’ulcére au prin- 
temps et en automne montre également 
une recrudescence da l’hémorragie. A cela 
s’ajoute qu’il y a une augmentation mar- 
quée en décembre, ce qui peut s’expliquer 
par les fétes de cette époque de l’année, ou 
par les échéances des impdots sur le revenu. 

La fréquence de l’hémorragie chez les 
femmes augmente de facon semblable. 
L’explication peut en étre donnée par les 
goiiters dans les bureaux et les exploita- 
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tions industrielles, par l’abus tu tabac que 
font actuellement les femmes, ainsi que 
par les réunions de cocktails auxquelles 
prennent part les deux sexes. 

C’est le traitement chirurgical précoce 
qui donne les meilleurs résultats quant a 
la diminution de la fréquence de cette com- 
plication. 


RIASSUNTO 


L’emorragia é la complicanza piu fre- 
quente dell’ulcera, oltre ad essere la pit 
urgente e drammatica. La sua frequenza 
é aumentata con |’aumento delle ulcere; 
essa é pil’ comune in primavera e in autun- 
no, quando si hanno le riaccensioni dei 
disturbi ulcerosi; frequente anche in di- 
cembre in causa delle festivita, che si 
celebrano in questo mese, e della scadenza 
delle tasse. 

Sono in aumento le emorragie nelle 
donne a causa delle abitudini maschili che 
esse vanno acquistando durante il lavoro, 
del fumo e dell’uso di liquori. 

La cura chirurgica precoce é il sistema 
migliore per combattere quésto aumento 
di frequenza. 


RESUMEN 


La hemorragia es la complicacién mas 
frecuente de la Utlcera, siendo también la 
mas urgente y dramatica. Su frecuencia 
aumenta en la misma proporcién en que 
aumenta la incidencia de tlcera encontran- 
dose aumento de la hemorragia en los 
periodos de mayor sintomatologia de pri- 
mavera y otono. Ademas de ésto exist» 
un aumento notable en diciembre, lo cua! 
es explicable por las celebraciones propia‘ 
del mes o por los impuestos. 

La incidencia de hemorragia en la muje ° 
ha sido creciente, explicandose por la cos- 


‘ttumbre de tomar café en las oficinas 


plantas industriales, asi como por el au- 
mento marcado del consumo de cigarrillo: 
y finalmente por las frecuentes fiestas cor- 
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curridas por ambos sexos. 

El tratamiento quirtirgico temprano 
ofrece las mejores esperanzas de reducir 
la incidencia de esta complicacion. 


ZUSAM MENFASSUNG 


Die haufigste Komplikation des pep- 
tichen Geschwiirs ist die Blutung. Sie 
stellt gleichzeitig die dringlichste und 
dramatischste Nebenerscheinung dar. Ihre 
Haufigkeit waichst im gleichen Verhialtnis 
mit der Zunahme der Geschwiire. Auch 
das saisonmadssige Ansteigen der Ge- 
schwiirssymptome im Friihling und im 
Herbst ist von einer entsprechenden Zu- 
1ahme von Blutungen begleitet. Ein erhe- 
bliches Ansteigen lasst sich ausserdem im 
\lonat Dezember beobachten. Das lisst 
‘ich vielleicht durch die vielen Festlich- 
‘eiten um diese Jahreszeit oder durch das 
Herannahen der Steuertermine erkliren. 

Es hat sich ferner eine Zunahme der 
Haufigkeit von Magenblutungen bei Frau- 
en beobachten lassen. Hierfiir kann man 
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vielleicht die sogenannten Kaffeepausen 
in den Biiros und in den Fabriken sowie 
den wachsenden Zigarettenverbrauch der 
Frauen und die hiufigen von Angehoérigen 
beider Geschlechter besuchten “cocktail 
parties” verantwortlich machen. Die be- 
sten Aussichten zur Herabsetzung der 
standig zunehmenden Komplikation der 
Blutung bietet die friihere Anwendung 
chirurgischer Behandlung. 
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We men and women are all in the same boat, upon a stormy sea. We 


owe to each other a terrible debt. 


—Chesterton 


We live at the mercy of a malevolent word. A sound, a mere disturbance 
of the air, sings into our very soul sometimes. 


And a word carries far—very far—deals destruction through time as 


the bullets go flying through space. 


—Conrad 





Neurofibroma of the Stomach 


NOAH FELLER, M.D., F.I.C.S., AND CARL LEWIN, M.D. 
PETAH TIQUA, ISRAEL 


been described from time to time in 

the roentgenologic and surgical litera- 
ture as unusual neoplasms. Recently we 
encountered a case of gastric neurofibro- 
ma. The fact that the literature contains 
only occasional reports of localized gastric 
neurofibroma, the symptoms of which can 
to some extent simulate a malignant tu- 
mor, justifies sufficiently its recording. 

Neurofibromas are mesenchymal tumors 
derived from the sympathetic fibers of the 
myenteric, Auerbach’s plexus and from 
the submucous, Meissner’s plexus. Pathol- 
ogists differ as to the tissue of origin. 
Some maintain that these tumors arise 
from the ectodermal cells of nerve sheaths ; 
others, that they are of mesodermal origin 
(connective tissue, fat, blood vessels, lym- 
phoid tissue). 

The true incidence of gastric neurofibro- 
mas is obscured because of difference of 
opinion among pathologists. Minnes and 
Geschickter reported that 10 per cent of 
all benign tumors of the stomach are 
neurofibromas. 


Been « tumors of the stomach have 


REPORT OF CASE 


A single woman aged 46, whose past history 
was irrelevant, had been perfectly well until 
ten months prior to admission, at which time 
she complained of a bitter taste in the mouth. 
A routine examination elsewhere had revealed 
diabetes, with a blood sugar level of 195 mg. 
and 4% in the urine. Treatment consisted 
of a diet without insulin. For the past three 
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months she had been complaining of upper 
abdominal discomfort, feeling of pressure, 
tenderness; some improvement after meals. 
There had been loss of weight of about 13 
Kg. and persistent constipation. 

Physical Examination: In the upper part of 
the abdomen, toward the right lateral aspect, 
a mass the size of a tangerine could be pal- 
pated. It was freely movable to the left but 
sometimes entirely escaped the palpating 
finger. 

Laboratory Data: The laboratory report 
read as follows: “B.S.R. 19/33. B.P.R.R. 
150/90. blood sugar normal. Hgb 10.5 Gm., 
bilirubin 0.8 mg.%, sugar 124 mg.%, pro- 
thrombin test 90%, gastric acidity 0/15 after 
histamine. Cholecystography, intravenous pye- 


Fig. 1—Angulation of the stomach on the greate: 
curvature is clearly visible. 
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Fig. 


lography, barium enema negative.” 


Roentgen Examination: A film taken after 
a contrast meal revealed a lesion the size of 
a tangerine, sharply defined and smoothly 
rounded, projecting into the lumen of the 
antral part of the stomach. The mucosa was 
normal in pattern and appearance; the normal 
mucosal folds of the opposite wall were rec- 
ognizable through the area of translucence 
caused by the tumor. A remarkable observa- 
tion was a sharp angle formed by the normal 
gastric wall and the edge of the tumor as it 
projected into the lumen. The gastric wall 
was pliable, and the peristaltic waves ran un- 
disturbed (Fig. 1). 

In the differential diagnosis must be con- 
sidered: (1) benign gastric polyp, (2) ectopic 
pancreatic tissue and (3) certain extrinsic 
masses. 

Operative Procedure : With the patient under 
general anesthesia, the abdomen was opened 
by a median cut from the xiphoid process to 
the umbilicus. No peritoneal effusion was ob- 
served. About 4 to 6 cm. from the pylorus 
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2.—A, sharply defined mass projecting into the lumen. Patient in supine position. B, sharply 
defined mass with recognizable mucosal folds. Patient in prone position. 


on the anterior wall of the stomach was a 
mass, freely and easily movable. It was easily 
removed by peeling it out from the stomach 
without opening the mucosa. The stomach was 
then closed by two layers of Sero-Serosa, after 
which the abdominal wall was closed. Recovery 
was uneventful, and the patient was dis- 
charged after ten days. 

Pathologic and Microscopic Examination 
(Dr. Kendy, service of Dr. Casper) : The gross 
specimen consisted of a piece of tissue measur- 
ing 8 em. in length and having a diameter of 
5 cm., well limited within a capsule. It showed 
partly a cystic pattern filled with a gelatinous 
substance and partly a solid white structure 
(Fig. 5A). 

Microscopic examination revealed a fibroma 
rich in cells, probably a neurofibroma; the cells 
were arranged in the shape of sheaves. There 
was no sign of mitosis; some signs of de- 
generation and necrosis were noted. There 
was no evidence of malignant disease (Fig. 
5B). 
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COMMENT 


From the roentgenologic point of view, 
the most important factor in the recogni- 
tion of benign tumors is the technic chosen 
for roentgen examination. Rigler and 
Ericksen require the use of compression, 
underfilling of the stomach with barium 
and overpenetration in the taking of roent- 
genograms; otherwise the tumor may be 
overlooked (Fig. 4). 

As an aid in diagnosis, I use compres- 
sion spot films and exposures with the 
patient in various positions (Figs. 2 and 
3). 


SUMMARY 


A case of neurofibroma of the stomach 
is presented. The roentgen signs of be- 
nignancy in a gastric tumor are: 

1. The translucent area is intraluminal. 

2. The surface is smooth and well 
rounded. 

3. Sharp borders exist between the 
gastric wall and the tumor, with sharp 
angles at the juncture. 

4. The mucosa is normal. 

5. Peristalsis is uninterrupted. (Over- 
distention of the stomach with barium 
may cause the lesion to be overlooked.) 

In the case here reported, operation 
confirmed the roentgen evidence of be- 
nignancy. A freely movable tumor 4 by 
6 cm. was peeled out from the pylorus, 
with the mucosa intact. 


SUMARIO 


E apresentado um caso de neurofibroma 


do estémago. Os sinais radiolégicos da 
benignidade de um tumor gastrico sao: 
1. A area translicida é intraluminal. 
2. A superficie é lisa e bem arredondada. 
3. Existem limites nitidos entre a pare- 
de gastrica e o tumor, com angulos agudos 
em sua jungao. 
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Fig. 3.—If stomach is overextended with barium 
the tumor may be overlooked. 


i. 


Api tig hisiperiigus 


Fig. 4.—Gross specimen of tumor removed ai 
operation, showing pattern and structure, partly 
cystic and solid. 
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Fig. 5.—A, section of a fibroma rich in cells. B, 
high power magnification showing cellular detail. 


4. A mucosa é normal. 

5. Nao ha interrupcéo do peristaltismo 
(a superdistensao do estémago com bario 
pode fazer com que a lesao nao seja nota- 
da). 

No caso apresentado a operacao con- 
firmou os sinais radiol6égicos de benigni- 
dade, tendo sido extirpado um tumor 
movel de 6 x 4 cm da regiao pilérica, man- 
tendo-se intacta a mucosa. 


RIASSUNTO 


E’ presentato un caso di neurofibroma 


dello stomaco. I segni radiologici di 
benignita in un tumore gastrico sono: 

1. La superficie é liscia e ben arroton- 
data. 

2. Esistono limiti netti tra la parete gas- 
trica e il tumore. 

3. La mucosa é normale. 

4. La peristalsi non é interrotta (si 
ricordi, tuttavia, che l’eccessiva distensione 
dello stomaco con bario pud portare ad 
errori d’interpretazione). 
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Nel caso riferito l’operazione confermd 
la diagnosi radiologica. Venne asportato 
dal piloro un tumore liberamente mobile 
di 4-6 cm., con mucosa intatta. 


RESUMEN 


Se comunica un caso de neurofibroma 
gastrico. Los signos roentgendlégicos de 
benignidad en un tumor gastrico son los 
siguientes : 

1. El area translicida es intraluminal. 

2. La superficie es lisa y bien redon- 
deada. 

3. Existen bordes marcados entre la 
pared gastrica y el tumor, con angulos 
definidos en su union. 

4. La mucosa es normal. 

5. La peristalsis no se interrumpe. (La 
sobredistensi6n del estOmago con bario 
puede producir el enmascaramiento de la 
lesi6n). 

En el caso que aqui se comunica la opera- 
cién confirmé la evidencia radiolégica de 
benignidad, enucléandose del piloro con la 
mucosa intacta, un tumor mévil de 4 por 
6 centimetros. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall von Neuro- 
fibrom des Magens berichtet. Die rént- 
genologischen Zeichen der Gutartigkeit 
einer Magengeschwulst sind: 

1. Das strahlendurchlassige Gebiet be- 
findet sich innerhalb der Magenhohle. 

2. Die Oberflache ist glatt und gut ab- 
gerundet. 

3. Die Abgrenzung zwischen der Ma- 
genwand und der Geschwulst ist scharf, 
mit scharfen Winkeln an den Verbindungs- 
stellen. 

4. Das Schleimhautbild ist normal. 

5. Die Peristaltik ist nicht unterbrochen. 
(Durch Uberdehnung des Magens mit der 
Bariummahizeit kann die Erkrankung der 
Beobachtung entgehen.) 

In dem hier berichteten Fall wurde der 
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Roéntgenbefund einer gutartigen Gesch- 
wulst durch Operation bestatigt. Ein frei 
beweglicher Tumor von den Ausmassen 
von 4 x 6 cm wurde aus dem Pylorus her- 
ausgeschalt. Die Schleimhaut war intakt. 


RESUME 


Un cas de neurofibrome de |’estomac 
est présenté. Les signes radiologiques de 
bénignité d’une tumeur gastrique sont les 
suivants: 

1. Zone translucide intralumineuse. 

2. Surface douce et bien arrondie. 

8. Bords bien dessinés entre la paroi 
gastrique et la tumeur, avec angles aigus 
entre la tumeur et l’estomac. 

4. Muqueuse normale. 

5. Péristaltisme ininterrompu (une sur- 
distension de ]’estomac avec du baryum 
peut masquer la lésion). 

Dans le cas rapporté ici l’opération a 
confirmé la preuve radiologique de bénign- 
ité. Une tumeur mobile de 4 4 6 cm a été 
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décortiquée du pylore, avec une muquese 
intacte. 
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It was only very slowly and reluctantly that the church sanctioned the 
dissection of corpses in connection with the study of medicine. The pioneer 
in dissection was Vesalius, who was court physician to the Emperor Charles 
V. His medical skill led the Emperor to protect him, but after the Em- 
peror was dead he got into trouble. A corpse which he was dissecting was 
said to have shown signs of life under the knife, and he was accused of 
murder. The Inquisition was induced by King Philip II to take a lenient 
view, and only sentenced him to a pilgrimage to the Holy Land. On the 
way home he was shipwrecked and died of exhaustion. 


—Russell 
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A New Material for Implantation 
In Cases of Atrophic Rhinitis 


ALBERT P. SELTZER, M.D., ScD., F.A.CS., F.LCS. 
PHILADELPHIA, PENNSYLVANIA 


a difficult problem for the rhinolo- 
gist and an uncomfortable nasal 
disorder for the person who suffers from 
it 
In patients with atrophic rhinitis, as 
the name implies, there is shrinkage of the 
tissues lining the nasal cavity, accompa- 
nied by alteration in the nature of the cells 
of the mucosa to such a degree that their 
physiologic function may be entirely lost. 
The result is that the ciliated cells, with 
their important activity, are no longer 
present. Instead, the surfaces are dry and 
crusted, making a favorable culture me- 
dium for various inhaled organisms. This 
condition produces a foul odor, which is 
evident both to the person concerned and 
to others nearby, all of which has social 
implications of considerable importance. 
The atrophy of the deeper tissues of the 
turbinates and of the septum causes en- 
largement of the intranasal space as a 
whole, thus producing what is generally 
known as a rheumy nose. A too spacious 
nasal cavity of itself is a disorder, since it 


A TROPHIC rhinitis has long presented 
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fails to direct the normal flow of the air 
stream which is necessary for physiologic 
effect. 

Since the turbinates are factors in some 
degree in the direction of the inhaled and 
exhaled air, their atrophy, which may be 
extreme in cases of atrophic rhinitis, helps 
to upset the normal nasal function. To 
correct this loss of substance, I have re- 
stored normal tissue relation within the 
nasal cavity by implanting Ivalon,* a poly- 
vinyl sponge, subcutaneously by the fol- 
lowing procedure: 

The patient is prepared as for any in- 
tranasal operation, and with local anesthe- 
sia the skin over the atrophic turbinates 
is undermined. A piece of the sponge, 
shaped both in outline and size to produce 
the desired restoration, is inserted into the 
subcutaneous pocket. 

The extent of the undermining will de- 
pend upon the individual requirement. If 
there is also atrophy of the septum, the 
cartilage is split and a narrow piece of 
sponge is inserted there also. If the intra- 
nasal space is still too roomy, the same 
process is repeated as indicated over the 
nasal floor. When all the incisions have 
been sutured, the patient may express re- 
lief almost at once. 
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The usefulness of this operation is not 
necessarily confined to the patient with 
atrophic rhinitis. Any condition in which 
the nasal cavity is enlarged sufficiently to 
disturb nasal function can be reconstructed 
in the same manner. As an example, a 
patient was seen who had undergone, eight 
years earlier, a submucous resection for 
frequent attacks of rhinitis. This opera- 
tion did not succeed in preventing the re- 
peated head colds, and the patient con- 
sulted another physician, who told him 
that his turbinates were the cause, as they 
were too large. The turbinates were then 
amputated by repeated operations until 
only a minimal amount of turbinate struc- 
ture remained. This left the patient with 
too much room in his nose, and his colds 
still persisted. He had treated himself 
and found some relief by putting pledgets 
of wet cotton inside his nose. 

As far as the increased space in the 
nose is concerned, this condition is similar 
to that associated with atrophic rhinitis, 
and a reconstructive operation was done 
in the manner aforedescribed ; by implant- 
ing pieces of the polyvinyl sponge wher- 
ever there had been to great a loss of tis- 
sue. The patient felt relieved at once, and 
later there was also improvement in his 
general physical condition, as shown by a 
gain in weight and freedom from his 
formerly frequent colds. 


The same sponge material has been em- 
ployed successfully by other surgeons for 
the correction of a variety of conditions in 
which there is a need of filling empty 
spaces; for instance, after the excision of 
parts of a lung. It has also been studied 
experimentally in animals, in which it has 
also proved not to cause tissue reaction. 


This material is not a native sponge, 
as are the commonly known vegetable 
sponges; it is an artificial product derived 
from petroleum, and thus related—but only 
by association—to paraffin, from which it 
differs in various characteristics. The 
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sponge is prepared from vinyl! alcohol by 
an aerating method that creates a finely 
porous, foamlike structure. In this state 
it is fixed in formaldehyde to make the 
foam structure permanent. 

The sponge, when ready for surgical 
use, is pure white and generally rubber- 
like in its elasticity when moist. To main- 
tain this elastic state before its sale it is 
moistened with glycerin, which is hygro- 
scopic and holds moisture. Before the 
sponge is used it should be repeatedly 
rinsed until it is free of all foreign sub- 
stance, and then allowed to stand over- 
night in running water. This precaution 
should leave the sponge _ thoroughly 
cleansed. 

This material is stable to 120 C., but it 
shrinks slightly. The sponge should not 
be wrapped but allowed to float, and 
should not be handled after boiling until 
it has been cooled in physiologic solution 
of sodium chloride. 

The sponge can be cut with knife or 
scissors, while it is still moist and pliable, 
into any desired size or shape, ready to 
be inserted at once into the subcutaneous 
pockets already prepared within the nasal 
cavity. 

In writing of the use of the polyviny! 
sponge, some mention should be made of 
the controversy that has gone on during 
the past few years concerning the experi- 
mental use of cellophane, which in experi- 
mental animals has resulted in growths 
diagnosed as sarcomatous. On this poin‘ 
a number of details should be made clear 
First of all, observations on animals (rat: 
and mice) should not be unreservedly ap 
plied to man. At the time of writing, simi 
lar results seem to have been observe: 
in the human subject. It is true that no 
enough time may not have been allowe: 
to elapse for the development of diagnosti 
results. In rats, no growth occurred unt 
eleven months or more had elapsed. 


A second point, which should not b: 
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overlooked, is that cellophane is a deriva- 
tive of cotton, in contrast to the polyvinyl 
sponge, which is a petroleum product. 
This difference of source has been studied 
experimentally with rats, and the reports 
have stated that both materials and vari- 
ous varieties of them have produced sar- 
comas, with variation also in the types of 
growth. Of 23 primary tumors, 17 were 
fibrosarcomas, 2 liposarcomas, 1 a rhabdo- 
sarcoma, and 1 an undifferentiated growth. 
This diversity in the nature of the growths 
should have further study, since it may 
be important. 

Subcutaneous transplants were made 
from these primary growths, and the re- 
sulting tumors were carried on succes- 
sively through as many as five generations. 
The appearance of the new growth in this 
series never occurred earlier than eleven 
months after inoculation. It seems par- 
ticularly noteworthy that 126 “well-de- 
fined” tumors in the series of 199 trans- 
plants regressed spontaneously to such a 
degree that insufficient tissue was left for 
study. 

Another significant point is that some 
of the tumors metastasized, though details 
are not given concerning the places where 
the secondary growths appeared, nor is it 
stated whether they were true to type. 
This information would be of interest, 
since the primary tumors were not uni- 
form. 

A point that appears not to have been 
investigated is how long the animals with 
tumors would live, if they had not been 
killed, and what their terminal condition 
might have shown in relation to the malig- 
nant growths. 

As far as the polyvinyl sponge used in 
the operation for intranasal reconstruction 
is concerned, it has been found inert, pro- 
ducing a minimum reaction or none at all. 
It serves an equally definite need in other 
and similar operations. The sponge be- 
comes organized by ingrowth of connec- 
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tive tissue and blood vessels, and in the 
cases reported has given unusual satisfac- 
tion as compared with other material used 
for similar purposes. 

The process of growth of normal con- 
nective tissue cells into the sponge struc- 
ture suggests that of a tissue culture; the 
walls of the air cells of the sponge act as 
a support for the new cells, in a manner 
similar to that of the fibrin fibers that 
form in tissue culture mediums. The lack 
of any foreign body reaction of the tissues 
to the sponge material and their ready 
organization of it in a perfectly natural 
manner suggests its suitability as a sub- 
stitute for human tissues. 

The final word concerning the use of 
these artificial materials must await more 
and better experimentation. At present 
there is no evidence that results from any 
deleterious effect from their use in man. 


SUMMARY 


The subcutaneous implantation of Iva- 
lone, a polyvinyl sponge, is employed by 
the author in the treatment of atrophic 
rhinitis, with excellent results. The tech- 
nic of insertion is described. 

The same material has been employed 
successfully by other surgeons for correc- 
tion of a number of conditions in which 
there is need of filling empty spaces, e.g., 
after excision of a portion of the lung. 


SUMARIO 


A implantacao sucutanea de IVALONE, 
uma esponja de polivinil, 6 empregada pelo 
Autor, com excelentes resultados, no trata- 
mento da rinite atrofica, sendo descrita a 
técnica de sua aplicacao. 

O mesmo material tem sido satisfatoria- 
mente empregado por varios cirurgi6es na 
correcao de diversas afeccdes em que ha 
necessidade de pre-enchimento de espacos 
vazios, como por exemplo apdés a extirpacao 
de parte do pulmao. 
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RESUMEN 


El] autor ha obtenidos excelentes en el 
tratamiento de la rinitis atréfica emplean- 
do el “Ivalone,” esponja polivinilica, de- 
scribiendo la técnica de inseracién. Dicho 
material ha sido empleado también con 
éxito por otros cirujanos en la correcci6én 
de cierto numero de padecimientos en los 
cuales se requiere un material para llenar 
un defecto, v.g. después de la extirpacién 
de un porcién de tejido pulmonar. 


RESUME 


L’auteur obtient d’excellents résultats 
par l’implantation d’Ivalone (éponge de 
polyvinyl) dans le traitement de la rhinite 
atrophique. La technique est décrite. 

Le méme matériel a été utilisé avec suc- 
cés par d’autres chirurgiens pour la cor- 
rection d’un certain nombre d’états pa- 
thologiques (remplissage de cavités, par 
exemple aprés une pneumectomie par- 
tielle). 


ZUSAM MENFASSUNG 


Zur Behandlung der atrophischen Rhini- 
tis verwendet der Verfasser die subkutane 
Einpflanzung von Ivalone, einem Poly- 
vinylschwamm, mit ausgezeichneten Er- 
gebnissen. Er beschreibt die Technik der 
Einfiihrung des Schwammes. 

Dasselbe Material wird von anderen 
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Chirurgen mit Erfolg zur Behandlung an- 
derer Krankheitszustinde angewandt, wo 
leere Raume wie z.B. nach Teilresektion 
der Lunge auszufiillen sind. 


RIASSUNTO 


L’Autore si é@ servito dell’impianto sot- 
tocutaneo di IVALONE (spugna polivini- 
lica) per la cura della rinite atrofica, con 
risultati eccellenti. Viene descritta la tec- 
nica. 

Los stesso materiale é stato con successo 
da altri chirurghi anche per la cura di 
varie affezioni in cui si richiede un mate- 
riale per riempire spazi vuoti, come ad 
esempio cavita residue a resezione pol- 
monare. 
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Beasts have not the high advantages which we possess: but they have 
some which we have not. They have not our hopes, but then they have not 
our fears; they are subject like us to death; but it is without being aware of 
it; most of them are better able to preserve themselves than we are, and 
make a less bad use of their passions. 


—Laski 





Plastic Repair of the Fractured 


Nasal Septum 


Fundamental Procedures and Applications 


IRVING MUSKAT, M.D., D.A.B.S. 
MILWAUKEE, WISCONSIN 


EFLECTION of the nasal septal car- 
D tilage is a common deformity asso- 
ciated with injuries to the nose and 

may occur in various degrees and forms, 
with or without fracture of the nasal 
bones or deformity of the other support- 
ing nasal structures. The degree of de- 
formity depends upon the type and degree 
of the nasal trauma. Such deformities of 
the septum may be associated with marked 
evidence of fracture and angulation and 
distortion of any portion of the septum. 
Associated with these there is often dis- 
tortion of the lateral and alar nasal car- 
tilages, as well as deformities of the nasal 
bones, which complicate the deformity and 
its repair. These deformities, especially 
when marked, interfere with nasal breath- 
ing and sinus aeration and drainage, thus 
adding to the aesthetic problem of deal- 
ing with various degrees and types of an 
internally and externally deformed nose. 
Many of these deviations are the result 
of trauma in childhood, and, though the 
deformity may be barely noticeable at 
first, it becomes accentuated as the nasal 
structures develop into the adult form. 
The maxillary crests and the vomer are 
not completely ossified in early childhood, 
so a slight deflection of these tissues, 
caused by trauma, becomes more marked 
as they develop. This is not an uncommon 
result of trauma resulting from childbirth. 
There is no such thing as outgrowing a 
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deformity. Early repair, therefore, is of 
prime importance if these later defects in 
contour and breathing are to be prevented. 

Depending upon the direction, kind and 
degree of force associated with the injury, 
deflection of the anterior nasal septum 
becomes manifest in several ways. The 
anterior (caudal) end may be deflected 
to either side of its columellar attachment 
to a varying degree and may present itself 
as a perpendicular ridge or a lateral shelf 
in either nostril. When the dislocation is 
moderate there is little obstruction to 
breathing unless it is associated with 
buckling and fracture, with angulation of 
the cephalic, quadrilateral portion. When 
trauma is severe, the deformities of the 
fractured septum are associated with vari- 
ous deviations and deformities of the bony 
structure and the outer nasal cartilages 
that give support and shape to the nasal 
tip and the lower part of the nasal dorsum. 
This occurs because of the intimate ana- 
tomic relation between the septum, the 
lateral cartilages and the nasal bones. 

A common deformity of the septum 
occurs at the juncture of the septum and 
the perpendicular plate of the ethmoid, 
producing marked obstruction to breath- 
ing from septal displacement and thicken- 
ing. In other cases the septal deviation 
may be associated only with deviation of 
the nasal tip. As a result of these anterior 
(caudal) septal displacements, there is 
often distortion of the alae nasi, which 
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adds to the cosmetic problem. The usual 
distortion of the nose when subluxation 
of the anterior septum is into the left 
nostril is a distorted columella displaced 
to the right, a right nostril smaller and 
a left nostril larger than normal, and a 
nasal tip that deviates from the midline, 
and vice versa. 

There is also drooping of the nasal tip 
and obstruction to breathing. This type 
of deformity often occurs in children from 
falling on the face and the tip of the nose. 
Displacements of the septal cartilage may 
be among the deformities of the nasal 
bones and the lateral cartilages when the 
trauma is severe. A common deformity is 
deflection of the septum to the side of the 
associated curved dorsal hump formed by 
displacement and overriding of the nasal 
bones and the upper and lower lateral 
cartilages. Palpation of the nasal dorsum 
and intranasal inspection and palpation 
will determine the shape and position of 


the deviated septal cartilages, nasal bones 
and upper and lower lateral cartilages. 


The Metzenbaum Operation.—Various 
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operative procedures have been developed 
to correct septal deviations and the nasal de- 
formities frequently associated with them, 
on the principle of preservation of the nor- 
mal support and contour of the nose. Many 
variations of a basic procedure have been 
devised since Metzenbaum! first described 
his operation for replacement of the lower 
end of the septal cartilage. He stated, 
“The cartilaginous septum is the main 
support of the soft tissues of the nose. 
The lower end of the cartilaginous septum 
is the sole support of the nasal tip except 
for the narrow strip of cartilage in the 
columella.” He compared the deflected 
portion of the septum, in relation to the 
tip of the nose, to a partially open door 
in which the casing is not rigid and thus 
falls at the open end. The operation he 
proposed is as follows: An incision is 
made along the free edge of the dislocated 
septal cartilage and the mucous membrane 
is separated only along its anterior sur- 
face to the columella. The mucous mem- 
brane on the upper or posterior surface 
of the disclocated cartilage. is not sepa- 
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Fig. 1—Method of repair of dislocated anterior septum (after Metzenbaum). A, diagram showing 
anterior septum dislocated into left nares. After incision along free border of dislocated cartilage, 


the mucous membrane on the lower segment is elevated anteriorly to and into the columellar cleft 
and above under the tip. The mucoperichondrium on the upper side of the dislocated cartilage is not 
separated from the cartilage. B, the elevated mucous membrane of the lower surface of cartilage 
shelf is retracted to expose the angle of deflection. Incision made through the angle of deflection of 
the cartilage, but not through the mucous membrane of the opposite nostril. Incision carried like- 
wise along base. Cartilage shelf cross-hatched or longitudinal incisions through cartilage to take 
out the spring. The displaced cartilage now becomes a movable door that can be swung into the 
midline. C, the septal movable door (dislocated anterior septum) swung into midline into columella: 
pocket and held in place by approximation of original septal incision and intranasal packing. 
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Fig. 2.—Method of repair for displaced lower border of septum (after Peer and Walker). A, dia- 
gram illustrating displaced anterior septum with its lower border into the left nostril, with marked 
obstruction. The columella is displaced to the right; the right nostril is small and the left nostril 
correspondingly wide. The nasal tip is displaced from the midline. B, efter incision of the mucous 
membrane over the protruding border of the displaced cartilage, the membrane is elevated on both 
sides of the septal cartilage. A vertical incision through the septal cartilage about % inch (cm.) 
behind its free border is then made, which fashions a bar for the support of the nasal tip (C). The 
rest of the deviated septum behind this bar is resected with a swivel knife, down to the base. C, 
pocket made between the cutaneous-mucous membrane folds of the columella, and the bar then sep- 
arated from its base but left attached along its upper attachment. Manner of placing of mattress 
sutures is shown, designed to draw bar into columella pocket in midline. D, traction of sutures in 
process. E, mattress sutures tied, holding bar in midline to support the nasal tip. Interrupted su- 
tures then placed to unite original mucous membrane incision, thus adding support to the bar held 
between the columella pocket. F, diagram to show extent of removed septal cartilage with preser- 
vation of anterior bar. 





rated from the cartilage. An incision is Additional cross-hatching of the ‘door’ 
then made through the cartilage to but may also be needed to take the spring out 
not through the opposite mucous mem- _ of the cartilage. It is important to note 
brane at the angle of deflection. It may that the dislocated cartilage is left at- 
be necessary to remove a narrow strip of _ tached along its upper border. The tissues 
cartilage parallel to the incision. It may just back of the columella are separated 
be necessary also to continue this incision for the reception of the dislocated car- 
along the base of the dislocated cartilage, tilage, which is swung like a door into the 
but not through the opposite mucous columellar pocket, thus removing the ob- 
membrane, to make the swinging door struction and raising the tip of the nose 
thus created more mobile for replacement. to its normal position. The posterior por- 
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tion of the septum may then be removed, Comment.—The Metzenbaum procedure 
if necessary, by the usual submucous re- was the first forward and definite step in 
section. It is important to make a satis- the plastic repair of the anterior dislocated 
factory pocket into the columella and cartilage. The results in most cases are 
above to receive the dislocated cartilage | good when one is dealing with an anterior 
in the corrected position. septal shelf dislocated into one nostril, 


AY | 


Fig. 3.—Diagram for columellar strut. A, B and C, complete removal of displaced (distorted) 

anterior septum, accomplished by submucous resection. Removed part discarded because it cannot 

be utilized in the plastic repair. Incision through the septal mucous membrane only on one side. 

Strut fashioned by submucous resection of septum above, or obtained from preserved cartilage. 

After pocket is made between folds of the columella through septal incision, strut is placed in 

columella pocket. D, manner of placing mattress suture behind strut to hold it in place. Septal 
incision closed by interrupted sutures. 


120 





VOL. XXIII, NO. 1 


MUSKAT: FRACTURED NASAL SEPTUM 


Fig. 4.—Diagram for making cartilage-plate graft to repair a displaced, distorted anterior septal 


cartilage, which must be discarded in the repair. A, septal incision; distorted anterior displacement 
removed and discarded by submucous resection. B, pocket made between folds of columella through 
septal incision to just beneath skin, and from tip to dorsum. C, submucous elevation of quadrilateral, 
undeviated septum on one side. D, submucous elevation continued on through opposite side of septum. 
E, removal of quadrilateral septum with swivel knife. F', placement of guide sutures on straight 
needle through upper and lower edges of the septal graft. G, placement of guide sutures through 
upper and lower angles of columellar pocket. H, septal graft in place. J, septal incision closed with 
interrupted sutures; mattress suture placed —— septum to hold graft in place. Guide sutures 
removed. 


accompanied by a soft and drooping nasal 
tip, but when there are additional factors 
of distortion other operative procedures 
must be instituted. Often the vomer is 
dislocated and also thickened, and there- 
fore, after careful submucous dissection 
of the overlying mucous membrane must 
be refractured to the midline or removed. 
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Correction of an alar or lateral cartilage 
with an associated twisted nasal tip must 
be approached through the intercartilagi- 
nous incision, with transection of the sep- 
tum and the columella at the same time 
before they can be reshaped. 

The Peer Procedure—aAnother basic 
procedure for plastic repair of the dis- 
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located anterior septal cartilage has been 
described by Peer and Walker.? In this 
operation an incision is made in the mu- 
cous membrane over the free border of 
the protruding dislocated shelf and the 
mucous membrane and _ perichondrium 
elevated on both sides of the columella. 
This makes the dislocated portion a free 
graft, which is then removed, except for 
a bar made by another incision 3 mm. 
behind the first one. A swivel knife re- 
moves the free subluxated cartilage except 
for this bar and a portion of the septum 
at the dorsum, which is continuous with 
the upright bar. The swivel knife cut may 
include any part, behind or below, down 
to the floor of the nose, depending on the 
requirements. A pocket is made between 
the cutaneous folds of the columella, and 
the upright bar is separated from the floor 
of the nose. Specially placed sutures (see 
diagrams) replace the bar as a normal 
support of the columella and the tip of 
the nose. 

When the anterior septum is so dis- 
torted or thickened that the aforemen- 
tioned procedures cannot be utilized and 
the distorted segment must be removed 
and sacrificed, the following basic proce- 
dure described by Peer? may be used with 
gratifying results: An incision is made 
along the angle of deflection, and the en- 
tire thickened and distorted anterior seg- 
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ment is removed by submucous resection. 
Dissection is continued anteriorly into the 
columella between the two medial crura 
of the alar cartilages; this makes a pocket 
into which a cartilage graft (strut) is in- 
serted to support and raise the tip of the 
nose. Such a graft may be obtained from 
the resected quadrilateral septal plate 
above the discarded portion, or it may be 
obtained from preserved septal cartilage 
plates from previous submucous resections 
or from preserved costochondral cartilage 
obtained from a fresh cadaver. Such car- 
tilage is preserved in a solution of 1:1,000 
aqueous merthiolate or 1:4,000 aqueous 
zephrin solution and stored in an ordinary 
refrigerator. The solution should be cul- 
tured for sterility from time to time to 
assure absence of contamination. The 
columellar graft serves as a strut or prop 
and is held in place by several mattress 
sutures through the columella behind the 
graft. Instead of such a strut, a septal 
cartilaginous plate from the quadrilateral 
cartilage may be resected (or a similar 
preserved cartilage plate may be used), 
shaped and brought anteriorly into the 
columellar pocket between the two oppos- 
ing septal mucous flaps as described by 
Galloway.’ This free isograft, or pre- 
served graft, is drawn into position in 
the columellar pocket by two sutures, one 
directed ventrally and one dorsally, placed 





Fig. 5 (opposite).—Plastic repair of deviated septum associated with a deflected tip (after Seltzer). A, 
showing twisted nasal contour due to marked nasal-septal deviation. B, beginning transection of the 
nose; intranasal incision between upper and lower lateral cartilages; repeated on opposite side. C, 
undermining of skin of nose over dorsum and sides by Joseph knife or scissors; repeated on other 
side, followed by transection of septum along dorsum from nasal bone to columella with button end 
knife. D, transection continued from tip of nose to base between caudal end of septum and subseptum. 
E, continued separation of tissues below caudal septum with scissors. F’, diagramatic view of septum 
in full exposure after completion of the preceding steps. Upper lateral cartilages severed from sep- 
tal attachment to facilitate exposure and manipulation. G, incision and elevation of septal mucoperi- 
chondrium after transfixation of nose. H, cutting of narrow parallel strip of cartilage from dorsum 
to base, just anterior to deflection angle. Incisions are made through cartilage only. J, removal of 
narrow strip of cartilage by means of goose-necked ‘hook and forceps. Mucoperichondrium on op- 
posite side is preserved. J, septum freed from base by posterior-anterior incision along nasal floor 
on the same side. Mucoperichondrium on opposite side is preserved. K, septal cartilage swung into 
midline and held together with interrupted sutures through mucoverichondrium where strip was 
removed; also anterior margin of caudal septum reattached by sutures to subseptum. 
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through the upper and lower end of the in- 
serted cartilage plate and through cor- 
responding points of the columella. It has 
been argued that the insertion of such a 
cartilage graft between the medial crura 
and to the columellar skin abnormally in- 
creases the width of the columella. This 
does not occur, however, unless the car- 
tilage graft is unusually thick. It can also 
be avoided by first fixing the graft just 
behind the medial crura by mattress su- 
tures or by removing the tissues between 
the medial crura of the columella. After 
closure of the septal incision and fixa- 
tion of the septal graft by through-and- 
through mattress sutures, the guide su- 
tures through the center of the columella 
are removed. 


When a large portion of the quadrilat- 
eral cartilage is resected for the purpose 
of shifting it anteriorly, or when it must 
be discarded after resection because of its 
deformity, there are some important facts 
to be remembered. Since the lateral car- 
tilages are fused in the midline to the 
septum and above to the nasal bones, they 
form together a resistant cartilage vault 
and maintain the normal contour of the 
external nose. Therefore, a rim of septal 
cartilage should always be left where the 
upper lateral cartilages fuse with the sep- 
tum. When fusion is not preserved at this 
weakest part of the vault, there will ensue 
a sinking of the dorsum at this point. If 
the remaining rim of the septum still 
leaves the dorsum of the nose irregular, 
correction may be accomplished by cross- 
hatching the rim to take out its spring, 
and the corrected position maintained 
during healing by intranasal packing. 


Any associated deformity of the Tateral 
cartilages is corrected at the same time. 
It may be necessary to free the upper lat- 
eral cartilages from their overlying tissues 
and from the mucoperichondrium below, 
sever them from the septum and then re- 
shape and replace them. The alar car- 
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tilages may also require reshaping because 
of distortion. These are attacked by the 
usual approach of the lobule. 


Comment.—Isografts should be used 
instead of preserved cartilage whenever 
possible, as there is practically no reac- 
tion, no absorption of the isograft and no 
question of a “take.” Preserved cartilage 
produces cellular reaction to some degree, 
and there is some absorption after a time. 
It is interesting to note that Peer® ob- 
served that septal bone grafts without 
periosteum survive in abdominal pockets 
for periods up to four years after trans- 
plantation, whereas rib and tibial bone 
grafts disappear in several months. 


Seltzer* has well illustrated the principle 
of repair of the deviated septum associ- 
ated with deflection of the nasal tip, and 
may be followed when there is no need 
to remove in toto a badly distorted septal 
plate or a thickened anterior septal seg- 
ment as aforedescribed. The technic is as 
follows: An internasal-interlateral carti- 
lage incision is made on each side to the 
septum, through which the overlying skin 
and subcutaneous tissues are separated 
over the dorsum to the tip of the nose. 
A button knife is then introduced through 
this intercartilaginous incision and ad- 
vanced to the nasofrontal sutures and un- 
der the periosteum of the nasal bone. The 
knife is then swept down across the upper 
edge of the septum to the caudal end and 
then turned at a right angle and continued 
down and through the membranous sep- 
tum. The latter incision is enlarged with 
a scissors to the nasal spine. “At this 
point the septum can be pushed to one 
side and into full view. The operation on. 
the septum itself is done by incising the 
mucoperichondrium on the convex side, 
anterior to but near the line of delection. 
Through this incision the mucoperichon- 
drium is elevated to the buckle of the 
deflection.” A strip of cartilage measur- 
ing 0.1 to 0.5 cm. is then removed just 
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anterior to the line of deflection, to but 
not through the opposite mucous mem- 
brane. The base of the septum is then 
freed by an anterior posterior incision 
along the nasal floor, through the car- 
tilage on the operative side to but not 
through the opposite mucoperichondrium. 
In this manner the anterior segment be- 
comes freely movable like a door and can 
be replaced in a central position. The op- 
posing surfaces between the vertical re- 
moved strips of septal cartilage are ap- 
proximated by two sutures. An Asch tube 
with carbowax gauze impregnated with 
10 per cent sulfathiazole and 2 per cent 
kephrin-hydrochloride or other antibiotic 
ointment is inserted into each nostril to 
check bleeding, create a_ bacteriostatic 


film, provide drainage and ventilation, and 
hold the septum firmly in position, as well 
as to give support to the constricted tip. 
On the side of the septal convexity a some- 
what larger Asch tube is used to secure 
pressure on the septum. The tubes are 


left in place for four days. The alar and 
lateral cartilages may then be exposed and 
reshaped and the suseptal incision closed. 

Steffenson’ describes a modification of 
this procedure for repair of a deflected 
anterior nasal septum. An incision is 
made at the mucocutaneous juncture on 
the side of the dislocated anterior septal 
cartilage, to expose the cartilage. Through 
this incision the mucoperichondrium is 
elevated on the convex side of the septal 
deformity, even though the first incision 
is made on the opposite side. Elevation 
is continued upward and back until the 
elevator can be seen through the skin 
along the dorsum, from the nasal bones 
to the tip and inferiorly along the base 
and over the vomer as far as is necessary. 
Posteriorly the dissection extends to the 
angle of deflection. The opposite muco- 
perichondrium is left intact. A No. 15 
Bard-Parker or angled knife is then in- 
troduced to the angle of deflection, and an 
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incision is made to but not through the 
opposite mucoperichondrium, from the 
dorsum to the base. If the angle of deflec- 
tion is sharp a vertical strip of septal 
cartilage, similar to that employed in the 
Seltzer procedure,® is removed. Another 
incision is made along the base, and a sec- 
tion of septal cartilage is removed next 
to the base if the ultimate normal place- 
ment of the septal cartilage necessitates 
it. Any deflection of the septum posterior 
to the vertical septal incisions may be re- 
moved as necessary by submucous resec- 
tion. The vomer is then fractured with a 
suitable forceps and rotated to the mid- 
line, since it is often distorted. This can 
be accomplished by elevating the peri- 
osteum of the vomer on the convex side. 
The now freely movable edge of the an- 
terior subluxated cartilage is then fitted 
into a pocket made in the columella for 
its reception, and the primary mucocuta- 
neous incision is closed. The nose is lightly 
packed for twenty-four to forty-eight 
hours, and the sutures are removed in 
seven to ten days. The reshaping of the 
deformed nasal bones and lateral and alar 
cartilages may be done at the same time. 
I correct the septum first when the com- 
bined procedures are indicated. 

In these operations on the septum and 
vomer, it sometimes occurs that there re- 
mains a defect of the mucosa and peri- 
chondrium at the base on the side of op- 
eration. This raw area may be replaced 
by a free mucous membrane graft or a 
composite graft of cartilage and mucosa. 
Cartilage with attached mucous mem- 
brane on one side may be obtained from 
the anterior septum, when the latter is 
shortened, or a mucous membrane graft 
alone may be procured from under the 
middle turbinate of the unoperated side, 
or from the buccal mucosa. These grafts 
take rapidly and are secure by the seventh 
postoperative day. 

Comment.—It is apparent that the pro- 
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cedures of Seltzer and Steffenson on the 
anterior septum cannot be utilized when 
there is the necessity of sacrificing a 
greatly distorted or thickened anterior 
segment of the septum. In these cases a 
free graft must replace the removed por- 
tion in order to reestablish normal con- 
tour and support of the nasal tip. There 
is also the question whether it is feasible 
to mobilize and straighten the septum, 
resect a hump and reshape the alar and 
lateral cartilages at the same time. Since 
resection of a dorsal hump usually in- 
cludes removal of the upper portion of the 
septum as well, a complete septal resec- 
tion for septal deformity should not be 
undertaken at the same time in order to 
preserve septal support to the dorsum. 
It has been my custom first to resect the 
hump, infract the nasal bones and shorten 
the nose at the first operation. Whatever 
operation is performed on the deflected 
septum is done without diminishing the 
support of the dorsum, especially where 
the lateral cartilages fuse with the sep- 
tum. At a second operation the deviated 
septum and deformed lateral cartilages 
are corrected. A combined operation, how- 
ever, may be possible when the septal dis- 
tortion does not encroach on the dorsal 
cleavage. The choice of a procedure and 
its success in the correction of these de- 
formities necessarily depend on careful 
analysis of the deformity, as well as on 
the experience and aesthetic perceptions 
of the surgeon. 


SUMMARY 


Evaluation of the basic plastic proce- 
dures for repair of the distorted anterior 
septal cartilage are described. The selec- 
tion of a procedure depends upon analysis 
of the type and extent of the septal de- 
formity, the type and extent of any asso- 
ciated deformity of the lateral and alar 
cartilages and type and extent of any 
associated deformity of the nasal bones. 
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RIASSUNTO 


Vengono descritti i metodi di plastica 
della cartilagine nasale anteriore. La scel- 
ta dipende dalla gravita e dal tipo di 
anomalia del setto, delle cartilagini laterali 
e alari e dalle ossa nasali. 


RESUME 


Description des techniques plastiques 
pour la réparation du cartilage du septum 
nasal antérieur dévié. Le choix du procédé 
dépend de l’analyse du type et de l’impor- 
tance de la déformation de la paroi du 
septum, du type, de l’importance de toute 
déformation secondaire des cartilages lat- 
éraux, de l’aile du nez, et de l’importance 
de toute déformation secondaire des os du 
nez. 


SUMARIO 


Sao descritos processos plasticos para 
reparo de deformacao da cartilagem septal 


anterior. A escolha do processo depende do 
tipo e da extensao da deformidade septal, 
do tipo e da extensao de alguma deformi- 
dade associada das cartilagens lateral e 
alar e do tipo e da extensao de outra de- 
formidade concomitante dos ossos nasais. 


ZUSAM MENFASSUNG 


Die grundlegenden zur Wiederherstel- 
lung deformierter vorderer Septumknor- 
pel angewandten plastischen Verfahren 
werden beschrieben und auf ihren Wert 
hin gepriift. Die Auswahl eines Verfah- 
rens beruht auf der Untersuchung der 
Form und Ausdehnung der Septumde- 
formierung, einhergehender Entstellungen 
der Seitenknorpel und der Nasenfliigel- 
knorpel sowie etwaiger Beteiligung des 
Nasenbeins. 
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If there be a thousand millions of men on the earth, that is much; that 
gives about five hundred millions of women, who sew, spin, nourish their 
little ones, keep their houses or cabins in order, and slander their neighbors 


this number of inhabitants of the globe there are at least two hundred mil- 
lions of children, ‘who certainly neither kill nor steal, and about as many 
old people and invalids who have not the power of doing so. There will 
remain at most an hundred millions of robust young people capable of 
crime. Of this hundred millions there are ninety continually occupied in 
forcing the earth, by prodigious labor, to furnish them with food and cloth- 
ing; these have scarcely time. In the ten remaining millions will be com- 
prised idle people and good company, who would enjoy themselves at their 
ease; men of talent occupied in their professions; magistrates, priests, 
visibly interested in leading a pure life, at least in appearance . . . There is 
therefore infinitely less wickedness on the earth than we are told and believe 
there is. There is still too much no doubt; we see misfortunes and horrible 
crimes; but the pleasure of complaining of and exaggerating them is so 
great, that at the least scratch we say that the earth flows with blood .. . 
A melancholy mind which has suffered injustice, sees the earth covered with 
damned people; as a young rake, supping with his lady, on coming from the 
opera, imagines that there are no misfortunes. 


a little. I see a what great harm these poor innocents do on earth. Of 


—Voltaire 
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AMA Journal Salutes the Hall of Fame 


Association for Dec. 25, 1954, the fol- 

lowing editorial was published in ap- 
preciation of the founding of the Inter- 
national Surgeons’ Hall of Fame in Chi- 
cago by the International College of Sur- 
geons: 

“A new institution is developing on Chi- 
cago’s near north side that will be of great 
interest to the medical profession through- 
out the world. It is the International 
Surgeons’ Hall of Fame and Museum of 
Surgical Science. This unique organization 
was conceived to recognize the contribu- 
tions of surgeons to freedom from suffer- 
ing, to the prolongation of life, and to the 
progress of mankind. While it was dedi- 
cated only last September at a ceremony 
attended by representatives from many 
countries, rapid progress has been made in 
remodeling the attractive building and in 
the installation of the priceless exhibits. 
The idea and the hope for a surgeon’s 
shrine and museum originated years ago 
with Dr. Max Thorek, founder of the In- 
ternational College of Surgeons, but not 
until 1953 did the trustees of the college 
act to establish the memorial. A mansion 
adjoining the headquarters of the college 
was purchased, and architects were 
promptly commissioned to supervise the 
necessary remodeling. In September of 
1953, an international committee on ar- 
rangements was appointed, with Dr. Ru- 
dolf Nissen of Switzerland and Dr. Morris 
Fishbein of Chicago as co-chairmen. By 
March a distinguished Italian painter had 
finished sketches for the mural room de- 
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picting the development of surgical science 
throughout the ages, and many of the 
murals have now been completed. Sculp- 
tors from the Chicago Art Institute were 
commissioned to create life-sized figures 
of the immortals who will occupy the room 
by that name, and one of these statues 
has already been installed. The 12 were 
selected by an international committee of 
surgeons and medical historians. They are 
Imhotep, Hippocrates, Galen, Ambroise 
Paré, Vesalius, William Harvey, Giovanni 
Battista Morgagni, Ignaz Philipp Semmel- 
weis, Louis Pasteur, Joseph Lister, Wil- 
helm von Roentgen, and Marie Curie. 
“Many countries or groups of countries 
have been assigned their own rooms in the 
Hall of Fame, and among the rooms al- 
ready furnished or partly so are those of 
Argentina, Austria, Brazil, British Com- 
monwealth, China, Colombia, Egypt, 
France, Greece, Haiti, India, Israel, Italy, 
Japan, Mexico, Netherlands, Peru, Scandi- 
navia, Switzerland, Turkey, United States, 
Venezuela. Others will be added shortly. 
The few exceptional treasures on display 
that can be mentioned here include the 
original postmortem report on the body of 
President Lincoln, the original mask used 
in administering the first anesthetic, 50 
letters of Florence Nightingale, and the 
original model of the Carrel-Lindbergh 
artificial heart, which was installed in the 
Hall of Fame by General Lindbergh him- 
self. Another room is the Hall of Manu- 
scripts, which has been enriched by Dr. 
Thorek’s own collection of scientific 
papers, the massing of which has been a 
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hobby of his for many years. These will 
be greatly augmented by other persons 
and institutions interested in medical his- 
tory. 

“A significant idea yet to be realized is 
the remodeling of the building in the rear 
of the Hall of Fame into an amphitheater 
where series of lectures by eminent speak- 
ers will be presented periodically to medi- 
eal students, physicians, and the public. 
On the lawn along Lake Shore Drive will 
be erected a life-sized statue symbolizing 
the surgeon rendering aid to a stricken 
patient. 

“While a memorial so extensive and far 
reaching cannot be wholly achieved in a 
day, the cooperation and support already 
given by many nations and individuals 
strongly indicate a genuine desire and 
need for continued progress. Last Sep- 
tember 9 at the dedication banquet dele- 
gates from 25 countries were present. 

“The International Surgeons’ Hall of 
Fame will be controlled by an eiectoral 
college of about 150 members and by the 
international officers of the International 


College of Surgeons. The college of elec- . 


tors will include one from each section of 
the International College of Surgeons and 
one from each nation in which no section 
exists chosen by the surgical organizations 


EDITORIAL 


of such nations. Nominations for the Hall 
of Fame are not restricted to member na- 
tions. The electoral college will consider 
the merits of any nominee suggested by any 
surgeon in the world; however, no name 
will be recognized for this distinction ex- 
cept that of a person who has been de- 
ceased for at least 15 years. 

“And so, as others have said of this 
memorial, ‘We are but paying another in- 
stallment of our agelong debt to those who 
cleared the way for us, a debt to which 
we can never write Paid in Full. Without 
the heritage of knowledge and skill be- 
queathed us by the genius of the past, the 
genius of the future would be but a flicker- 
ing torch.’ ” 

We are happy to acknowledge this honor 
and courtesy in the pages of our own 
Journal, and to express our own warm 
appreciation of this further evidence of 
the widespread acclaim that has greeted 
the Hall of Fame from its inception. We 
are deeply conscious of our responsibility 
to the surgeons of the free world and, 
needless to say, will do our utmost to in- 
sure that the Hall of Fame will be and 
remain worthy in every way of the great 
figures in surgical history there enshrined. 

M. T. 


We make for ourselves, in truth, our own spiritual world monsters, 
chimeras, angels, we make objective what ferments in us. All is marvelous 
for the poet; all is divine for the saint; all is great for the hero; all is 
wretched, miserable, ugly, and bad for the base and sordid soul. The bad 
man creates around him a pandemoniun, the artist an Olympus, the elect 


a soul, a paradise, which each of them sees for himself alone. 
—Amiel 
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Urology. Edited by Meredith Campbell, 
with the collaboration of 51 contributing 
authors. In 3 volumes, with illustrations. 
Philadelphia: The W. B. Saunders Company, 
1940. 

These three volumes, constituting 2,356 
pages, are somewhat encyclopedic. The work 
presents a thorough review of the subject. 
The fundamental science, such as physiology, 
biochemistry, neurology and endocrinology 
are included. 

Dr. Campbell states that the subject has 
grown to such herculean proportions that no 
one person is qualified to present all phases 
of the subject. He has acquired outstanding 
collaborators who are known not only for 
their practical work but for their investiga- 
tive approach. 

The work is voluminously documented, 
with numerous drawings, roentgenograms 
and photographs. 

It was particularly gratifying to this re- 
viewer to note that surgical anatomy was 
given its rightful preeminence. It is unfor- 
tunate that anatomy has been considered 
relatively unimportant in many recent works. 

For particular commendation must be 
mentioned Section 4, which deals with em- 
bryology and anamolies of the urogenital 
tract, Section 9 on injuries of the urogenital 
tract and Chapters 1 and 2 of Section 15, in 
which urologic surgery is discussed. 

These volumes can be recommended whole- 
heartedly to anyone interested in urology. 
The book should find its way into numerous 
libraries and hospitals as a reference work 
for the general practitioner who must have 
ready access to an authoritative presenta- 
tion. 

PHILIP THOREK, M.D. 


A History of Medicine. In 2 volumes. By 
Ralph H. Major. Springfield, Ill.: Charles C 
Thomas, Publisher, 1954. 

At this time, when the medical profession 
is being criticized from within and without, 
there appears this excellent book on the his- 
tory of medicine. It is a timely reminder 
that “despite attacks and abuse, despite 
quacks and charlatans, and in spite of its 
own mistakes, it (the profession) has proved 


itself more enduring than any of the civiliza- 
tions which gave birth to it.” 

Dr. Major has been successful in present- 
ing an interesting account of the progress 
of medicine and the men who were leaders 
in that progress. He has accomplished this 
by devoting the bulk of the book to the “flow” 
of medicine itself. At the end of each chap- 
ter there are biographical addenda in which 
further data concerning the men discussed 
may be found. 

The two-volume book is well documented 
with illustrations and photographs. It is 
printed on good stock, and the reproductions 
are excellent. Anyone interested in the his- 
tory of medicine will find it a pleasant fount 
of information. It can be recommended for 
both students and clinicians. 

PHILIP THOREK, M.D. 


The Pyramidal Tract: Its Status in Medi- 
cine. By A. M. Lassek. Springfield, IIl.: 
Charles C Thomas, Publisher, 1954. Ameri- 
can Lecture Series. Pp. 166. No illustrations. 

This well organized little .volume repre- 
sents essentially a competent bibliographic 
review of the theories as well as the ana- 
tomic, physiologic and clinical observations 
concerning the pyramidal tract, that impor- 
tant part of the central nervous system. 
There are 299 references to the pertinent 
literature, 33 of which deal with contribu- 
tions by the author and his co-workers. The 
author is head of the department of Anatomy 
at Boston University School of Medicine. 
One might find it strange, perhaps, that a 
study by an anatomist should be devoid of 
illustrations; actually, they will hardly be 
missed by the specialist-reader, since the« 
descriptions are clear and adequate through 
out. 

The main chapters deal with gross obser 
vations (1710-1870), histologic studies, sec 
ondary and retrograde degeneration, result: 
of electrical stimulation, signs and symp 
toms, surgical operations involving the py 
ramidal tract, results of animal experimen 
tation and the status of the tract in medicine 
The strong historical interests of the autho 
are obvious throughout, and he has skillfull: 
abstracted numerous classic, old and moder) 
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concepts. The basic investigations in man 
and the observations in animal experimenta- 
tion are outlined in two final chapters, in 
which the major theories and results of re- 
search are tabulated in chronologic order. 

In a very interesting chapter the author 
also considers the afferent system, which 
offers an opportunity to emphasize the im- 
portance of afferent impulses in all aspects 
of voluntary motor physiologic function. 
The author appears to agree with the modern 
concept that the pyramidal tract represents 
a system of internuncial neurons, interca- 
lated between the cortical sensory areas of 
conscious registration and the lower motor 
neurons. The question whether spastic pa- 
ralysis is the direct result of lesions in the 
pyramidal tract and the capricious nature 
of Babinski’s sign are discussed in several 
chapters. The author points to the scant 
evidence for the view that paralysis is due 
to destruction of the neurons of the pyrami- 
dal tract. “There is mounting evidence that 
the so-called pyramidal syndrome can occur 
in man in the absence of any observable 
signs of degeneration in its neurons.” Ani- 
mal experimentation in primates would indi- 
cate that the collective dorsal root system 
plays an important dynamic role in motor 
behavior. When all the dorsal roots of the 
nerves to an extremity are severed, “it pro- 
duces a more severe and enduring paralysis 
than when the motor cortex is extirpated.” 

The problems of restitution of function 
after paralysis likewise are discussed. Ana- 
tomically, the pyramidal tract consists pre- 
dominantly of fibers of small caliber. This 
suggests slow conductivity. Only the rela- 
tively few large fibers propagate impulses 
at maximal velocity. The large Betz cells 
in cortical area 4 cannot be the sole origin 
of pyramidal axons; locations of “upper mo- 
tor neurons,” most likely, also occur in the 
premotor and parietal cortical areas. 

The clear style and good printing make 
for easy, stimulating reading. There is a 
good index. 

ARNOLD A. ZIMMERMANN, D.Sc. 


A Manual on Cardiac Resuscitation. By 
Robert M. Hosler. Springfield, Ill.: Charles 
C Thomas, Publisher, 1954. Pp. 183. Illus- 
trated. 

The gist of this pocket-sized manual is a 
step-by-step procedure for the emergency of 
cardiac arrest on the operating table. The 
technics were developed by Beck, Rand and 


NEW BOOKS 


Hosler for their course in cardiac resuscita- 
tion, and have been taught in Cleveland, 
Ohio, since 1950. By 1952, 20 successful re- 
suscitations had been reported by graduates 
of this course. 

In this procedure. which coordinates the 
action of the anesthetist and the surgeon, 
the first and basic part is the emergency act 
that reestablishes an adequate oxygen sup- 
ply by intratracheal intubation and cardiac 
massage. The second part is the restoration 
of the normal heartbeat by massage, restora- 
tives and electric shock. Since these meas- 
ures must be applied within five minutes 
after stoppage of the heart, the surgeon must 
be prearmed with a familiar plan and ready 
to attack almost automatically. The neces- 
sary equipment must also be routinely on 
hand. 

A special virtue of this presentation is 
the emphasis on time-consuming and waste- 
ful steps that can be avoided. Although the 
practical procedure is all important, the book 
also supplies an adequate theoretical back- 
ground in chapters on the cardiac mecha- 
nism, the historical and etiologic aspects 
of cardiac arrest, prevention, postoperative 
measures, results and legal aspects. A chap- 
ter on danger signals for the anesthetist has 
been added by R. J. Whitacre. There are 
well selected bibliographies, and photographs 
of equipment and the technic of massage 
are included. 

Every surgeon owes it to himself to review 
this procedure; none will do so without 
profit. It will be a vital contribution to 
classes elsewhere that follow the Cleveland 


model. 
MT: 


The Bacterial Factor in Traumatic Shock. 
By Jacob Fine. Springfield, Ill.: Charles C 
Thomas, Publisher, 1954. Pp. 83. 

This brief monograph presents the opin- 
ions of the author on the cause of traumatic 
shock. A publication of this type is, of 
course, highly controversial, but it is not 
the purpose of the reviewer to contradict 
statements made by the author. 

The author explains and “proves” his 
theory on the basis of excellent animal ex- 
periments. As long as knowledge on the sub- 
ject of shock is still rather limited, a mono- 
graph of this type presenting one theory is 
important. The book will be of great inter- 
est to anybody interested in research. 

WERNER F. EISENSTAEDT, M.D. 
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Proceedings of the Fourth International 
Congress of the International Society of 
Hematology, Mar del Plata, Argentina, Sept. 
20-27, 1952. Edited by F. Jimenez de Asua, 
W. Dameshek and S. Haberman. New York: 
Grune and Stratton, 1954. Pp. 473. 

This book represents a collection of papers 
presented at the Fourth International Con- 
gress of the International Society of Hema- 
tology. The principal ones are reproduced in 
full; others are in abstract form. All papers 
are presented in English and Spanish. 

The book is an interesting historical docu- 
ment on the state of hematology in 1952. 
Considering the progress made in hemato- 
logic research, some of the papers are, of 
course, outdated at the time of publication. 

The important papers, however, are fun- 
damentally significant to the current knowl- 
edge of hematology. Future publications 
might be improved by the addition of 
brief résumés of the discussions and the 
symposiums. 

The publisher is to be congratulated on 
the magnificent reproduction of color plates 
and halftone illustrations. The book is a 
valuable addition to the library of anyone 
interested in hematologic research. 

WERNER F. EISENSTAEDT, M.D. 


Neck Dissections. By James Barrett Brown 
and Frank McDowell. Springfield,  IIl.: 
Charles C Thomas, Publisher, 1954. 

The authors present a monograph of ap- 
proximately 150 pages, devoted to the technic 
of neck dissection. 

Emphasis is placed on extensive removal 
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of the tissues most commonly invaded in the 
extension of carcinoma of the head and neck. 

A number of photographs and many draw- 
ings illustrate their technics. The book is 
well written and the steps of each operation 
are set forth in a clear and concise manner. 

The book would be a valuable addition to 
the library of any surgeon who performs 
any considerable number of operations on 
the neck. 

RAYMOND W. MCNEALY, M.D. 


Practical Fluid Therapy in Pediatrics. By 
Fontaine S. Hill. Philadelphia: The W. B. 
Saunders Company, 1954. Pp. 275. 

The book on practical fluid therapy in 
pediatrics is remarkable for the conciseness, 
brevity and clear outline of indications and 
therapy. 

In the first five chapters the author sur- 
veys physiological principles and their clini- 
cal significance. These chapters are written 
so clearly and simply that the reader ac- 
quires a full understanding of the subject. 

Chapters 6 to 15 describe different disease 
entities, with their clinical manifestations, 
laboratory data and treatment. Each is sum- 
marized. The last two chapters are reserved 
for technical procedures. 

All in all, the book is not only a “must” 
for pediatricians but is highly recommended 
for pathologists, surgeons and general prac- 
titioners. Anybody who reads it will cer- 
tainly find that the cloud of mystery which 
has been hanging over the subject of fluid 
and electrolyte metabolism has disappeared. 

WERNER F. EISENSTAEDT, M.D. 


Books Received 


The following books were received by the 
editor; they will be reviewed critically as 
space and facilities permit. Omission of 
more extended review, however, is not to be 
taken as criticism of the merit of any book. 

Anatomy of the Human Body. By Henry 
Gray. Ed. by Charles Mayo Goss. 26th ed. 
Philadelphia, Lea & Febiger, 1954. Pp. 1480. 
1202 illus., mostly in color. 

Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil- 


‘Madeline E. Stanton. 


ton Helpern, and Charles J. Umberger. 2n¢ 
ed. New York, Appleton-Century-Crofts, Inc. 
1954. Pp. 1849. Profusely illustrated. 

Michael Servetus, Humanist and Martyr 
By John F. Fulton. With a bibliography 01 
his works and census of known copies b) 
New York, Herber 
Reichner, 1953. Pp. 98. Facsimiles. 

Les Vomissements du Nourisson: Etude 
critique, Diagnostic étiologique, Indication: 
thérapeutiques. Par Emilio Roviralta. Edi 
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tion revue et augmentée par |’auteur en 
1952. Adaptation francaise de Bernard Du- 
hamel, d’aprés la traduction de Edouard Del 
Castillo Jaquolot. Paris, Editions Médicales 
Flammarion, 1952. Pp. 236. Illus. 

Technique de la Chirurgie du Sympathique 
et de ses Infiltrations. Par O. Lambret, P. 
Razemon, et P. Decoulx. 4e éd. Paris, G. 
Doin & Cie., 1953. 115 figures et 4 planches. 

Cystites Invétérées et Algies Pelviennes, 
leur Traitement par Infiltrations Anesthési- 
ques et Neurotomies Chirurgicales. Par Ray- 
mond Darget et Rolland Ballanger. Paris, 
Masson & Cie., 1954. Pp. 118. Illus. 

El Dranaje en Cirugia. Por Domingo Prat. 
Montevideo, Imprenta Rosgal, 1954. Pp. 166. 
Illus. 

Aspectos Quirurgicos de la Estasis Biliar. 
Por J. Pi-Figueras, con V. Artigas y A. 
Llaurad6. Madrid, Asociacién Espafiola de 
Cirujanos, n.d. Pp. 155. Illus. (III Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografia Abdominal. Por Ramon 
Carillo, Raul F. Matera, y Juan de Dulacska. 
Buenos Aires, Lopez & Etchogoyen, S.R.L., 
1954. Pp. 114. Illus. 

Sindromi Dolorose dopo Interventi Gastri- 
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dexed, with cumulative contents of the 
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Benign Esophagus Strictures Caused by 
Reflux Esophagitis in Cases of Duodenal 
Ulcer. Rudstrom, P., Acta Chir. Scand. 107: 
404, 1954. 

Rudstrom reports on 6 patients with re- 
flux esophagitis of the lower portion of the 
esophagus, followed by benign esophageal 
stenosis, in whom the primary lesion was a 
duodenal ulcer associated with gastric hy- 
peracidity. Obviously the cardiac sphinc- 
teric action, which should prevent a reflux, 
was defective. Often the esophageal stenosis 
is so extensive and complete that a detailed 
barium study of the stomach and duodenum 
is impossible, and the author explains that 
this is why, in so many cases of esophageal 
stenosis, the presence of a duodenal ulcer 
is never suspected. He performed explora- 
tory thoracotomy on all patients but is now 
convinced that this is unnecessary if the pa- 
tients go to a physician or surgeon instead 
of having their esophageal strictures dilated 
by an ear-nose-and-throat specialist. The 
esophageal stricture in these cases, he states, 
is a secondary lesion, not a primary one. 
Treatment of the ulcer is of primary concern. 

He finds vagotomy less efficacious than 
subtotal gastrectomy, since in the former 
operation the gastric contents are not read- 
ily emptied, and this may prevent alleviation 
of the dysphagia. 

Hiatal hernia must be ruled out in all 
these cases. (Excision of lower end of 
esophagus, for some pathologic process, fol- 
lowed by esophagogastrostomy, is often fol- 
lowed by postoperative reflex esophagitis 
due to destruction of the cardiac sphincter, 
and to prevent the intense burning pain 
localized deep to the lower border of the 
sternum, especially at night, the patient 
often has to sleep in the semi-Fowler posi- 
tion). 


RICHARD A. LEONARDO, M.D. 


Motorized Intermittent Traction for Treat- 
ment of Herniated Cervical Disk. Shenkin, 
H. A., J. A. M. A. 136:1967, 1954. 

The author statistically reports the results 
of motorized intermittent traction in a series 
of 27 patients with pain in the neck, neck 
and shoulder or neck and arm resulting from 
cervical nerve root pressure. In this series 


the conventional methods of conservative 
treatment had failed. 

The history with regard to trauma and 
repeated episodes, as well as the clinical 
observations, is discussed. The author points 
out the roentgenologic data on loss of inter- 
vertebral discs and loss or reversal of cer- 
vical lordosis; in his opinion, the latter may 
often be a cause of the referred pain. He 
also correlates clinical improvement with 
restoration of the normal curve. These ob- 
servations are illustrated. 

The apparatus, developed by Dr. Bernard 
Judovitch, is described and illustrated. It is 
a motorized traction apparatus that can be 
applied intermittently in variations up to 50 
pounds of weight. 

The author states that the 27 patients 
would ordinarily have been considered “sur- 
gical patients,” because of the severity and 
duration of the condition and the failure of 
conservative treatment. 

Of the 27 patients treated in the manner 
described, 16 recovered and 6 were im- 
proved. The remaining 5 required surgical 
intervention. The minimal follow-up was 
five and one-half months, and the longest 
two and one-half years. 


PAUL W. SHANNON, M.D. 


Portal Hypertension. Phadke, G. M., In- 
dian J. Surg. 16:118 (June) 1954. 

Portal hypertension related to cirrhosis of 
the liver is a variable condition. This is due 
to the amount of scar tissue produced, the 
pressure changes in the portal vein and 
hepatic artery, and the development of col- 
laterals. 

The author reviews 29 cases of advanced 
cirrhosis of the liver observed in Bombay, 
India. All the patients had ascites, peripheral 
edema and splenomegaly, with or without 
bleeding esophageal varices. Eighteen were 
treated surgically and 11 medically. There 
were no patients with extrahepatic block. 

The rationale of the various operations 
recommended for the management of portal 
hypertension is critically reviewed. In India 
there were few candidates for shunt opera- 
tions, since the cirrhosis was far advanced. 
In the author’s opinion, an Eck fistula is 
inadvisable in cases of intrahepatic portal 
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block, because protein metabolism is further 
impaired by the diversion of portal blood 
from the liver. In cases of extrahepatic ob- 
struction it is the procedure of choice. 

Splenectomy should not be done to lessen 
the load on the portal bed, because the 
splenic vein is sacrificed. 

Ligations of the hepatic and splenic ar- 
teries are favored in all cases of portal 
cirrhosis in which there is no evidence of 
coma or gastrointestinal bleeding. Ascites 
and poor liver function are not contraindica- 
tions. This operation is recommended after 
intensive medical treatment for six to eight 
weeks and after the patient’s condition ap- 
pears stabilized. 

An attempt is made to perform the opera- 
tion with intercostal block or epidural anes- 
thesia, supplemented with cyclopropane in 
prolonged cases, to avoid hepatic anoxia. 
The surgical approach to the hepatic and 
splenic arteries is through the gastrocolic 
ligament. The edematous posterior perito- 
neum along the upper border of the pancreas 
should be incised to facilitate palpation of 
the celiac axis. If varices have been demon- 
strated on the roentgen films, the left gastric 
artery should also be ligated. 

Eighteen patients were subjected to this 
procedure. Ten were improved and 2 were 
not. Six patients died within two months 
after the operation. Four of the 6 who died 
had hematemesis. Although the series is 
small and the follow-up is not reported, the 
author is convinced that the results are en- 
couraging and should improve in cases of 
the disease in the early stages. 


Morris T. PARKER, M.D. 


Reflections on Regional Ileitis, Twenty 
Years Later. Crohn, B. B., and Janowitz, H. 
D., J. A. M. A. 156:1221-1225 (Nov. 27) 1954. 

Twenty years have elapsed since the origi- 
nal description of regional ileitis as a clinical 
and pathologic entity by Crohn, Ginsburg 
and Oppenheimer. During this period the 
authors have maintained a keen interest in 
this entity. As a result, they have collected 
and studied 562 cases. The experience gained 
over twenty years in the care of this rela- 
tively large number of patients furnished 
the material for the present study. 

The granulomatous, cicatrizing lesion clas- 
sified as regional ileitis has been shown 
to occur in any part of the small bowel, as 
well as the duodenum and even the stomach. 
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In the vast majority of cases, however, the 
terminal portion of the ileum is involved. 
The cause of this disease remains un- 
known. It has been well established, how- 
ever, that the characteristic pathologic proc- 
ess results in local lymphatic involvement. 
There is no specific therapy for this dis- 
ease. All the currently employed measures 
are supportive. Because of the high rate of 
recurrence of ileitis after short-circuiting or 
resection types of surgery has resulted in re- 
evaluation of the surgical criteria. At pres- 
sent the consensus appears to be that sur- 
gical intervention should be deferred until 
the pathologic process is quiescent, and sur- 
gery restricted to the complications associ- 
ated with this disease. The complications 
indicating operative treatment are (1) ob- 
struction, (2) fistula formation, (3) a granu- 
lomatous mass and (4) continued activity of 
the disease despite vigorous medical care and 
when the process is limited in extent. 


M. O. CANTOR, M.D. 


Prognosis in Cancer of the Uterine Cervix 
based on the Vaginal Smear Before Treat- 
ment. Graham, J. B.; Graham, R. M., and 
Liu, W., Surg., Gynec. & Obst. 99:555, 1954. 

This article is a report of the authors’ 
efforts to provide a method of precise in- 
dividual selection of treatment for cancer 
of the uterine cervix. 

Up to now the choice of treatment, irradia- 
tion or surgical intervention, has depended 
primarily upon the inclination of the ther- 
apist. 

Analysis of pretreatment vaginal smears 
from 239 patients with cervical cancer has 
disclosed characteristic changes in the be- 
nign basal cells of the vaginal smear. 

Follow-up study has suggested strongly 
that such pretreatment observations are in- 
dicative of a tumor that will respond favor- 
ably to irradiation. It is called SR—the 
sensitization response—and is regarded by 
the authors as a useful prognostic index in 
patients with cancer of the cervix. 

The estimation of SR is a technic that can 
be taught and learned in a reasonable time. 

In patients with poor responses the sal- 
vage rate was distinctly better in the sur- 
gical group than in the group treated by 
irradiation. Series of 136 patients treated 
radiologically and 103 patients treated sur- 
gically are presented. 


THOMAS WILENSKY, M.D. 
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The Surgical Treatment of Peptic Ulcer. 
Wangensteen, O. H., J. Iowa State M. S. 
44:365-373 (Aug.) 1954. 

In reviewing the Vital Statistics of the 
United States for the past twenty years, the 
author notes that there has been only a 10 
per cent reduction in the mortality rate for 
peptic ulcer. When compared with the 
marked decrease in the mortality rate for 
acute appendicitis and intestinal obstruction 
during this same period, the improvement in 
the status of peptic ulcer is meager indeed. 
In an attempt to determine the reason for 
this, the author reviews the various surgical 
procedures that may be indicated in the man- 
agement of a peptic ulcer. 

Perforation of a peptic ulcer is an imme- 
diate indication for surgical management. 
The mortality rate for this procedure has 
declined considerably in the past twenty 
years. Whereas formerly a mortality rate of 
20 to 25 per cent was associated with this 
complication of peptic ulcer, today the rate 
is well under 10 per cent. In fact, in many 
hospitals throughout the country a mortality 
rate well under 5 per cent is currently re- 
ported. Despite the recent re-appearance of 
nonoperative management of this complica- 
tion, the consensus favors operative closure 
of the perforation. There are some surgeons 
who not only advocate immediate operation, 
but urge gastric resection, particularly for 
patients seen early and patients in good con- 
dition. 

Obstruction is an undisputed indication 
for surgical treatment. Obstruction that is 
not relieved by gastric suction and lavage 
suggests that stenosis and not edema is the 
obstructing process. Gastric resection is in- 
dicated in such cases. 

Gastroduodenal hemorrhage and its man- 
agement constitute by far the most important 
factor responsible for the elevated mortality 
rate for peptic ulcer. In the author’s opinion, 
when surgeons learn to manage the threat 
of hemorrhage satisfactorily, the mortality 
will largely have disappeared. Because of 
the gravity of this complication and with the 
satisfactory operative technics available, 
there is no good reason to withhold surgical 
treatment from patients who have had more 
than one episode of bleeding. Even those 
patients with hematemesis without obvious 
evidence of peptic ulcer at operation should 
be treated by a conventional three-quarters 
gastric resection. 

Gastric ulcerations that fail to heal com- 
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pletely after a Sippy regime for two to three 
weeks should be operated upon. In addition, 
peptic ulcerations that cannot be differentiated 
from cancer or the healed gastric ulcer that 
recurs frequently at the same site should be 
subjected to gastric resection, because of 
the real danger of carcinoma. 

Operation for the relief of peptic ulcer 
effects satisfactory protection against recur- 
rent ulcer in a very high percentage of cases. 
In an effort to avoid some of the undesirable 
sequelae associated with the standard type 
of gastric resection, the author proposes the 
use of segmental gastric resection. No recur- 
rences of ulcer were observed in 100 patients 
so treated at the author’s clinic. However, 
the incidence of the dumping syndrome was 
such that an improvement in this surgical 
procedure was considered indicated, and tu- 
bular gastric resection was devised in the 
treatment of duodenal ulcers. Since much 
of the lesser curvature of the stomach is not 
removed, this operation cannot be used in 
the management of gastric ulcers of the 
lesser curvature. The author expresses the 
opinion that tubular resection is probably 
the most acceptable procedure for peptic 
ulcer. 


M. O. CANTOR, M.D. 


Total Gastrectomy for Gastric Cancer: 
Effect upon Mortality, Morbidity, and Cura- 
bility. Marshall, S. F., and Uram, H., Surg., 
Gynec. & Obst. 99:657, 1954. 

Marshall and Uram review the cases of 
202 patients subjected to total gastrectomy. 
Malignant tumors were present in 184. The 
mortality rate from 1927 to 1943 was 34.6 
per cent; it is now only 8.7 per cent. The 
prognosis, however, is not improved. The 
authors are certain that total gastrectomy 
should not be used as a routine procedure 
for gastric cancer, since the five-year sur- 
vival rate is not increased by this radical 
procedure. The surgical cure of gastric can- 
cer depends not only upon early diagnosis 
and the type of operation; of still greater 
importance is the type of growth. The rap- 
idly growing cancers often cause no early 
symptoms, and of what value is total gas- 
trectomy (or radical mastectomy, for that 
matter) when the cancerous cells have spread 
beyond the confines of the originally involved 
organ one is thinking of removing in toto? 


RICHARD A. LEONARDO, M.D. 
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Closure of an Atrial Septal Defect and 
Pulmonary Valvulotomy in a 49-year-old 
man. Bjork, V. O.; Crafoord, C. and Var- 
nauskas, E., Ann. Surg. 140:212, 1954. 

The authors, in Stockholm, Sweden, have 
applied the described technic for closure of 
interatrial septal defects in 12 cases, with 2 
deaths. 

Closure of the 4x5 cm. defect was achieved 
by a purse-string suture placed in the septal 
rim, with the aid of a guiding finger intro- 
duced through the right auricular append- 
age. 

Two months later cardiac catheterization 
proved the left-to-right shunt to be almost 
eliminated. Three months after the operation 
the patient felt greatly improved and re- 
turned to work as a barber. 


THOMAS WILENSKY, M.D. 


Experiences in the Surgery of Portal Hy- 
pertension. Dotta Gupta, A. K., Indian J. of 
Surg. 16:101 (June) 1954. 

The author reviews 74 cases of portal 
hypertension due to intrahepatic obstruction 
and treated in the surgical department of 


the Medical College Hospitals in Calcutta, 


India, during the past ten years. All pa- 
tients had splenomegaly, and ascites was 
present in 21 cases. In the author’s per- 
sonal series of 30 patients, 5 were reported 
to have gastrointestinal bleeding. No cases 
of extrahepatic obstruction were encoun- 
tered. 

A splenectomy is of definite value in the 
early stages of congestive splenomegaly 
without a history of hemorrhage or ascites. 
This was performed in 35 cases, with a 37 
per cent mortality rate. Postsplenectomy 
bleeding occurred in 11 per cent. 

The author advises the use of either a 
shunt operation or ligation of the hepatic 
and splenic arteries in cases of gastrointesti- 
nal hemorrhage without ascites. When as- 
cites is the predominant abnormality, this 
ligation is the procedure of choice. 

No successful venous shunts are reported 
in the series. Arterial ligations were per- 
formed in 7 patients and combined with 
splenectomy in 2. Of patients with ascites, 
2 had no recurrence eleven months after the 
operation. In the cases of 3 others the opera- 
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tion was too recent. No postoperative deaths 
occurred. However, both patients treated 
with ligation of the hepatic artery for as- 
cites with hemorrhage died postoperatively. 
The hepatic artery ligation was combined 
with splenectomy in 2 patients without as- 
cites or hemorrhage. One was well ten 
months later, and the other died postopera- 
tively in hepatic coma. 

Poor results are reported in the surgical 
treatment of ascites with omentopexy and 
internal drainage. 

The historical and current medical litera- 
ture relating the concepts of portal hyper- 
tension and its treatment is well documented 
by the author. 


Morris T. PARKER, M.D. 


Surgical Management of Low Back Dis- 
ability. Carr, C. R., and Dunn, A. W., U. S. 
Armed Forces M. J. 5:1117, 1954. 

The authors point out early that in a cross 
section of orthopedic clinics only about 5 
per cent of the low back disabilities are or 
become conditions requiring surgical treat- 
ment. The paper is limited to the surgical 
aspect. 

The history of spinal fusions is reviewed, 
from Ollier in 1867 and his osteoperiosteal 
graft to present-day H grafts. The develop- 
ment of ruptured disks from trauma is briefly 
described as a clinical entity. 

The paper indicates that the causes of low 
back pain indicating surgical intervention 
are: (1) trauma, such as a ruptured disk or 
fractures of articular processes, laminae and 
pedicles; (2) Congenital anomalies, such as 
spondylolisthesis, increased lumbosacral an- 
gle and others, and (3) degeneration of the 
intervertebral disk. Each of these categories 
is discussed and enlarged upon; illustrative 
case histories are given, and illustrations 
are used. 

In the latter part of the paper the author 
discusses spinal fusion versus simple disk 
removal, versus disk removal plus spinal 
fusion. The opinions and some statistics of 
other authors are reported. No further opin- 
ions or conclusions on this old problem are 
made. The paper is a general review of the 
low back problem. 


PAUL W. SHANNON, M.D. 
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